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Abstract 
This thesis explored the relationship between organisational culture (Innovative, 
Bureaucratic, and Supportive) and leadership behaviour (Consideration and Initiating 
Structure), and their effect on job satisfaction for front line primary health care (PHC) 
professionals in the Asir region of Saudi Arabia. The purpose of this study was to 
improve individual and organisational performance in PHC by identifying the relationship 
between organisational culture, leadership behaviour and job satisfaction. 
 
The Saudi Ministry of Health (MOH) has previously identified obstacles facing its health 
care system, including incompetent leaders, a workforce shortage, a high turnover rate, and 
the centralisation of power and decision-making. Further, the pattern of chronic disease is 
placing more pressure on the Saudi health care system. The country has one of the highest 
prevalence rates of chronic disease in the world. For example, Saudi Arabia has one of the 
world’s highest prevalence of diabetes (Shaw, Sicree, & Zimmet, 2010). For these reasons 
(the increase in the pattern of disease, the shortage of competent leaders, and the high 
turnover rate), PHC services are increasing in importance. However, to date, no research has 
been conducted into the status or effectiveness of PHC in Saudi Arabia. This study is a timely 
assessment of the present situation. The objectives of this study were: (1) to identify the 
effects of the demographic factors of PHC professionals on job satisfaction and 
organisational culture; (2) to identify the relationship between organisational culture and its 
influence on PHC professional satisfaction; (3) to describe how leadership behaviour affects 
job satisfaction of PHC professionals; (4) to identify the relationship between organisational 
culture and leadership behaviour; and (5) to design a comprehensive PHC development 
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managerial framework to address the evidence based management findings of this mixed-
methods study. 
 
The study used an explanatory sequential mixed method design (QUAN-qual), to investigate 
and explore the relationships between organisational culture, leadership behaviour, and job 
satisfaction among 550 PHCC professionals in Saudi Arabia. The first phase involved a 
cross-sectional survey via a self-report instrument. The second phase used qualitative data to 
explain the findings derived from the initial phase through semi-structured interviews. The 
respondents completed a questionnaire and information sheet, indicating that they agreed to 
participate in the survey. Eleven participants were recruited through purposive sampling. A 
focus group was also conducted with six leaders (members of the PHC in Asir Region, Saudi 
Arabia). They discussed the findings of the mixed method approach and brainstormed the 
appropriate way to address the evidence drawn from this study. 
 
Reliable variables were operationalized from the questionnaire item scores. The demographic 
factors explained a significant proportion of the variance in job satisfaction and 
organisational culture. Leadership behaviour and organisational culture explained a 
significant proportion of the variance in job satisfaction; and organisational culture explained 
a significant proportion of the variance in leadership behaviour. Triangulation revealed that 
the findings of the qualitative study were generally consistent with the outcomes of the 
quantitative study. They also indicated that: (a) the PHCC professionals perceived a need for 
more training and development to satisfy their interests in updating their knowledge and 
skills; (b) some managers did not have the necessary leadership qualities/skills, and 
demonstrated a lack of understanding, implying that they required more training; and (c) the 
PHCC culture was  hampered by bureaucracy, centralised authority, a lack of encouragement, 
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a restriction of personal freedom, and limited decision making. The PHCC professionals 
highlighted the importance of human caring qualities, including praise and recognition, 
consideration, and support, with respect to their perceptions of job satisfaction, leadership 
behaviour, and organisational culture.  
As a consequence, a management framework was proposed to address these issues, which 
comprised two categories: outward looking (Macro focus) and inward looking (Micro focus) 
strategies. Future research is recommended to evaluate the implementation of the 
management framework and to expand the significance and the scope of the current study, 
based on a Plan-Do-Study-Act cycle. 
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 Introduction  Chapter 1:
1.1 Introduction 
The present research focused on organisational culture, leadership behaviour and the 
influence of these factors on job satisfaction among health care professionals in the Primary 
Health Care (PHC) sector in Saudi Arabia. For the purpose of this study, health care 
professionals are defined as people working in Primary Health Care Centres (PHCCs) and 
who, through their education, training, certification or license, are qualified to provide health 
care in a PHC (World Health Organisation [WHO], 2010). Organisational culture is defined 
as “a set of shared mental assumptions that guide interpretation and action in organisations by 
defining appropriate behaviour for various situations” (Ravasi & Schultz, 2006, p. 433). 
Although an organisation may have its own unique culture, in larger organisations, there may 
be diverse and sometimes conflicting cultures that co-exist, due to the different characteristics 
of the management team. Leadership is defined here as the practice of inspiring and 
motivating people through emotions, vision, and powerful ideas, irrespective of the 
challenges they face (Gardner, 1996; Goleman, Boyatzis, & McKee, 2013). Effective 
leadership, as viewed by most people, is fundamental to the success of any organisation 
(Daresh, 2002), while job satisfaction relates to how content an individual is with his or her 
job. Finally, the way people feel about their jobs is the result of many psychological and 
environmental factors involving affective, cognitive, and behavioural responses (Spector, 
1997). 
Globally, a shortage of health care professionals and increasing rates of turnover, affiliated 
with an increased demand for health care professionals, is placing more pressure on health 
care organisations. Additionally, health care organisations are required to be high performing. 
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Thus, having an adequate level of health care professionals is the key to providing the needed 
health services; this, in turn, will improve the performance and outcomes of the health system 
(Anand & Bärnighausen, 2004). According to the WHO (2013, 2014), the migration of health 
care professionals has reached unprecedented levels; one of the highest dependent countries 
is Saudi Arabia, with over 80% of non-Saudi health care professionals. One of the strongest 
predictors or determinants of health care professional’s intentions to remain employed in 
health care organisations was found to be job satisfaction (Tourangeau & Cranley, 2006). 
Similarly, the MOH (Ministry of Health) in Saudi Arabia is facing a number of difficulties 
with their workforce.  
For example, the rate of physicians per 1000 inhabitant in 2009 were 2.18, which is less than 
the mean 3.2 for the Organisation for Economic Cooperation and Development (OECD) 
countries (MOH, 2010b). In contrast, the rate of nurses was much lower, 4.1 compared to 9.6, 
the OECD mean (MOH, 2010b). In the Saudi health organisational context, cultural 
differences and a “very high turnover” are significant (WHO, 2006). Therefore, an unstable 
workforce rate, with a high number of expatriate staff and high staff-turnover rates, can affect 
the quality of patient care and its cost (KivimÄKi, Kalimo, & Lindstrom, 1994; Waldman, 
Kelly, Aurora, & Smith, 2004). Therefore, to minimise cost, to improve the quality of care, 
and to increase the performance of the organisation, the multiple needs of employees need to 
be satisfied by, simultaneously, focusing on the health care professional environment 
(Atchison, 2003). Ameliorating this situation is important; it is estimated that the turnover of, 
and replacement of, the labour costs on health care organisations for one nurse is, on average, 
$53,000 USD (a yearly salary) (Lindy & Reiter, 2006).  
The health care environment requires knowledgeable leaders who can develop consistent 
standards, that make changes through new skills and behaviours, and, which, therefore, 
facilitate the development of quality culture in health organisations (Hernandez & O'Connor, 
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2010). Al-Ahmadi and Roland (2005), in their comprehensive overview of PHC in Saudi 
Arabia, argued that, to improve the quality of PHC, it is essential to improve management. 
This outcome was required as there is currently a lack of independent decision-making linked 
to the lack of leadership effectiveness and organisational performance and, eventually, 
dissatisfied PHC professionals (Al-Ahmadi & Roland, 2005). Studies show that the PHC and 
other health care organisations in Saudi Arabia maintained an ongoing dissatisfaction by 
health care professionals due to stress in the working environment (Al-Ahmadi, 2002; 
Kalantan, Al-Taweel, & Abdulghani, 1999).  
The goals presented in Saudi’s MOH strategic plan aimed to provide comprehensive quality 
health care services to all individuals, families and communities throughout the Kingdom 
(MOH, 2010b). The strategic plan emphasised the existing obstacles, namely, the 
centralisation of the health care system and the deficiencies in the quantity and quality of the 
PHC labour force. In addition, there was a growing concern about the lack of competent 
leaders (administrative, technical, and medical) to capably manage the diversity of staff 
members’ professional backgrounds and cultures, and to source appropriately qualified 
personnel and ensure adequate human resource development.  
 
Almalki, Fitzgerald, and Clark (2011) concluded that these challenges, as in any new health 
care strategy, could be addressed through the coordination of health service providers. 
Currently, the MOH has made substantial changes to PHC services by introducing many 
reforms to meet national needs (Almalki et al., 2011) and international standards (MOH, 
2010b). While the health care system is designed to treat acute diseases, if mishandled, the 
needed services and care for chronic diseases may place patient sat risk and result in failure to 
encourage self-management skills. However, the Saudi Arabia health system’s shortcomings 
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have resulted in disappointing outcomes; Saudi Arabia has the world’s highest top 10 
prevalence of diabetes (Shaw et al., 2010).  
The important goal in managing and providing a health service is the maintenance of the 
health of the public. Therefore, it requires a change in the current ways of managing the 
services and organising the health system. For example, while the most important role of the 
PHC is the preventive approach, centralisation is an obstacle in the Saudi health care system 
to change (MOH, 2010b). Indeed, there is a requirement for a better understanding of the 
organisational culture within the PHC and the behaviour of those managers who lead its 
primary health care centres (PHCCs). Studies in health care organisations have investigated 
the effect of organisational culture on job satisfaction (Zazzali, Alexander, Shortell, & Burns, 
2007) and leadership behaviour (Tsai, 2011). The literature review found no published 
studies on these relationships in Saudi Arabia, or internationally, with all three variables 
together on the PHC. This background review provided the rationale for the current study, 
enabling the development of the problem, purpose, and significance statements. 
The Saudi PHC is the first level of contact that patients have with the health care system; it 
provides approximately 83 per cent of the total health services in the country (WHO, 2006). 
However, PHC has, in Saudi Arabia, experienced a lack of leadership effectiveness and 
organisational performance, which has led to dissatisfaction among PHC professionals (Al-
Ahmadi & Roland, 2005). Further, the PHC exists within an increasingly competitive and 
regulated environment. All these challenges have placed this sector under stress; also, it 
required that the leaders of the PHC organisations’ align themselves with new initiatives, 
including adjustments to both organisational culture and leadership behaviour. Thus, the 
purpose of this study was to understand the relationship between organisational culture, 
leadership behaviour and job satisfaction for professionals in PHC in Saudi Arabia. Further, 
the current PHC situation is presenting the managers, the environment, and the culture with 
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one of the most challenging times for PHC professionals. Therefore, there is a need for an 
adequate response from the PHC managers to address the current issues and create 
professional practice environments (Al-Ahmadi & Roland, 2005; Al-Ahmadi, 2002). 
Understanding the relationship between organisational culture and leadership behaviour, and 
its influence on PHC professionals, is important. The current study translated the findings 
into a comprehensive PHC development managerial framework to better meet the needs of 
the PHC organisation and professionals.  
1.2 Aim 
The aim of the current study was to improve individual and organisational performance in 
Saudi Arabia’s Asir Region’s PHCCs by identifying the relationship between organisational 
culture, leadership behaviour, and job satisfaction. 
Five objectives were developed to meet this aim; they are listed below. 
Objectives 
1. To identify the effects of the demographic factors of PHCC professionals on job 
satisfaction and organisational culture; 
2. To identify the relationship between organisational culture and its influence on PHCC 
professionals satisfaction; 
3. To describe how the leadership behaviour affects job satisfaction; 
4. To identify the relationship between organisational culture and leadership behaviour; 
and 
5. To design a comprehensive PHC development managerial framework to address the 
evidence based management findings of this study. 
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1.3 Significance 
The Saudi PHC is a health care organisation that provides curative and preventive services. It 
has been identified, in their health care system, as the first line of defence for the control of 
disease (Al Mazrou & Salem, 2004). Saudi Arabia has one of the highest prevalence rates of 
chronic disease, with the prevalence of diabetes being one of the world’s top 10 countries 
(Shaw et al., 2010). Therefore, one of the most important roles of PHC in Saudi Arabia, and 
internationally, is the prevention of the onset of chronic disease (Al Mazrou & Salem, 2004). 
The importance of PHC services is increasing with an upsurge in the pattern of chronic 
disease. This importance is directed towards the PHC professionals who deliver and provide 
these services. The Saudi Arabia health care organisations have an under-supply of particular 
health professionals (MOH, 2010a; MOH, 2010b). Moreover, there is a lack of leadership 
effectiveness and organisational performance that leads to the dissatisfaction of PHC 
professionals (Al-Ahmadi & Roland, 2005; Kalantan et al., 1999; MOH, 2010b). For these 
reasons, the current study explores the organisational culture, leadership behaviour and job 
satisfaction of PHCC professionals in Saudi Arabia. The significance of the study is the 
provision of an in-depth understanding of the factors influencing the job satisfaction of the 
PHCC professionals. It provides evidence-based management data about the current PHC 
situation. The research findings from the Asir region will provide the Saudi Arabia PHC with 
a comprehensive strategic managerial framework to improve the performance and quality of 
the PHC environment and services. The PHC authority in other regions of Saudi Arabia may 
benefit from implementing the managerial framework and the finding may also raise 
awareness about health leaders’ behaviour and PHC culture. In addition, the result of this 
study, importantly, contributes to the body of new knowledge to inform policymakers, job 
designers, PHC authorities, and practices in PHC settings. 
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1.4 Thesis Outline 
This section outlines the seven chapters of the current study in order to present the structure 
of the thesis. 
Chapter One provides an introduction of the study to contextualise the proposed research; this 
is followed by a statement of the aim and objectives, and the significance to the study. 
Chapter Two gives a brief background about Saudi Arabia, including its history, culture, 
politics, and health care system, with the focus on primary health care. In addition, it 
discusses the potential challenges that face primary health care today.     
Chapter Three provides a comprehensive review of the literature about the relationship 
between job satisfaction, leadership behaviour, and organisational culture. The review began 
with a systematic search of relevant literature; it critically evaluated and explored the 
relationship between the variables, with a focus on the conceptual and methodological 
aspects of the research topic. Lastly, a summary of the literature clarified the research gaps 
and provided a direction for the present study, including a conceptual model. 
Chapter Four presents the justifications for, and a discussion of, the mixed method approach. 
This approach was adopted to meet the aim research, and embraced the multiple paradigmatic 
traditions. The research design is outlined, and addresses the target population, the sampling, 
and the justification for the sample recruitment; it also examines the instrument translation 
and validation. Lastly, it presents an overview of the ethical considerations and approvals for 
the research. 
Chapter Five provides a discussion of the analysis process of the two phases of the mixed 
method research. The first phase clarifies the analysis of the quantitative statistical data, 
while the second phase examines the analysis of the qualitative data. 
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Chapter Six presents the findings of the quantitative and the sequential qualitative interview. 
The quantitative and descriptive results helped answer each research question, and identified 
the effect of the demographic variable in relation to job satisfaction and organisational 
culture. The findings showed that job satisfaction was relatively moderately explained by the 
variance in leadership behaviour and organisational culture. The most important reflection of 
job satisfaction, as perceived by the participants, was identified as praise and recognition, 
while the effect of organisational culture on leadership behaviour was relatively moderate. 
The most important reflection of leadership behaviour, as perceived by the participants, was 
identified as consideration. The most important reflection of organisational culture was 
identified as supportive culture. The triangulation confirmed that the findings of the 
qualitative study were generally consistent with the outcomes of the quantitative survey. 
 
Chapter Seven provides a discussion of the study findings. The summary highlights the 
design of the PHC comprehensive improvement managerial framework; Finally, Chapter 
Eight provides an overview of limitations, contribution and the drawn conclusions.  
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Chapter 2 Background 
2.1 Saudi Arabia in general 
The Kingdom of Saudi Arabia (KSA) is the largest country in the Arabian Peninsula. 
Geographically, it is located in South-western Asia; as described by the Saudi Central 
Department of Statistics and Information, the country extends from the Red Sea in the west to 
the Arabian Gulf in the east (Central Department of Statistics and Information [CDSI], 
2012b). Saudi Arabia was established and unified in 1932 by King Abdul-Aziz Al-Saud (The 
Royal Embassy of Saudi Arabia Washington, 2011). It has a unique culture and traditions 
rooted in Islamic teachings and Arab customs (Long, 2005). Saudi Arabia is a country that is 
beloved to all Muslims, particularly because of the presence of the two holiest places for 
Muslims: Mecca and Medina. Hence, it is called the centre of the Muslim world (Long, 
2005).  
Politically Saudi Arabia is a monarchy (Marshall Cavendish, 2007), with an 
integrated system of government based on the principles of justice, consultation and equality, 
in accordance with Islamic law, which sets forth the civil rights (Bureau of Experts, 2011). 
Therefore, the principles of Islam and Saudi traditions influence and constitute the culture of 
organisations within the country. Gallagher and Searle (1985) suggest that this centralised 
tradition of Saudi society is also embodied within the health care service. In other words, the 
structure and functioning of the PHC is strongly influenced by the society’s traditions. For 
this reason, the next section explores the Saudi culture and customs. 
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2.1.1 Saudi culture 
Saudi culture is illustrated through the following description, which helps to clarify Saudi 
cultural complexities, and to provide a clear perspective of the culture. The population of 
Saudi Arabia is based on an ancient desert society that is infused with its Islamic religion. It 
has the most homogenous population of all Arab countries; all citizens are Arabs and Muslim 
(Long, 2005). As noted above, the land contains the two holy Islamic mosques at Mecca and 
Medina. Importantly, the word Islam means the submission of peace. Hence, Islam is brought 
into and permeates all aspects of Saudi culture so that their highly cohesive social values and 
morals underpins and embraces this culture. Further, the important impact that Islam has on 
the Saudi culture highlights that the country has cradled Islam from the time of the prophet 
Mohammed to today. Steeped in Islamic and traditional values, the Saudi people have faced 
and overcome the challenges presented by the modernisation of Western technology that 
could impact upon their Islamic traditions and culture. The main issue was to achieve 
modernisation without secularisation (Long, 2005).  
Another Saudi cultural issue relates to human relations behaviour. Such behaviour depends 
on personal trust, especially in social or governmental interactions, which are highly 
personalised. These person-oriented relationships are intertwined with social norms, and 
require sincerity and trust, which are vital in any close relationship (Long, 2005). Schein 
(2010) described culture as a dynamic phenomenon that is coercive and influences people in 
many ways; it is created by interactions with others and, thus, shapes behaviour.  
Within the context of the current study, shortages in the Saudi health care system workforce 
led the government to seek non-Saudi health care professionals. However, such professionals, 
working in another environment and culture, are confronted with the need to be conscious 
and cautious when relating to patients and co-workers, especially as the Saudi culture is 
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rooted in Islamic rules. This situation can confuse the health care professionals in their daily 
activities. For example, as nurses or physicians they may need to take a patient’s history; this 
could include asking about alcohol consumption, which would be offensive as it is culturally 
and religiously forbidden (Al-Shahri, 2002). According to Al-Shahri (2002), the key factors 
that form culture are environmental, religious, economic, education level, and race. 
Consequently, working in another country has the potential for a misunderstanding of the 
culture to occur that may affect the health care professional’s relationships with their patients 
and co-workers.   
2.1.2  Demographics  
The demographic characteristics of the Saudi population was described by CDSI (2013). In 
2013 the population was estimated to be 29.9 million, of which 9.3 million were registered 
foreign expatriates (see Figure 2.1).  
 
Figure  2.1 Saudi Arabia total population in 2013 
Source: (CDSI, 2013) 
 
The Saudi population growth rate in 2012 was 2.7 percent (CDSI, 2013). This high level of 
growth requires long term planning, especially to develop health services that can keep pace 
with the needs of the expanding population, while, at the same time, continuing to develop 
the scope and quality of its services. However, a comparison of the population and growth 
rate for six years with the health resources indicators shows that the MOH has been left 
69% 
31% 
Saudi Arabia Totoal Population 2013 
Saudi Residents
Non Saudi Residents
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behind (Table 2.1); there has been no tangible movement in the level of the resources to 
correspond with the population growth. On the other hand, as the country is wealthy, it is 
hoped that this situation can be easily rectified. The next section presents a discussion of the 
economic situation of Saudi Arabia. 
 
Table  2.1 MOH Health resources indicators and population in Saudi Arabia 2006-2011 
Years 
Health Resources Indicators Population 
G
row
th 
R
ate (%
) 
Estimated  
population 
Hospital Beds* 
Governmental 
and private 
 
Primary 
health care 
centres* 
Physician* Nurses* Allied Health* 
2006 23 0.81 20.4 35.4 19 2.32 23.678.849 
2007 22.1 0.79 21 38.7 20 2.28 24.242.578 
2008 21.72 0.80 21.5 40.8 20.8 2.23 24.807.273 
2009 22.04 0.80 21.8 43.3 23.5 2.2 25.373.512 
2010 21.4 0.77 24.3 48 25 3.19 27.136.977 
2011 20.7 0.74 24.4 47.4 27.8 3.19 28.376.355 
*  Rates per 10,000 Populations 
Source of data: Ministry of Health (2006, 2007, 2008, 2009, 2010a, 2011) Health statistical 
year book. Ministry of Health, Riyadh 
 
** Note: The red arrows emphasise the decrease in beds and PHCC; the green arrow 
emphasises the increase in the population level 
 
2.1.3 Economics  
Economically, Saudi Arabia is the world's leading oil producer and exporter, and has the 
largest oil reserves in the world. Oil accounts for more than 85 percent of the country's 
exports (CDSI, 2012a). In 2012, the value of total exports was 1,525,587 million Saudi 
Arabian Riyal (SAR); there was an increase of 8.14% from 2011 (CDSI, 2012a). The living 
standard indicator shows that the per capita GDP, at 2012 prices, was SAR 91,328 (US$ 
24,354), The World Bank, based on gross national income per capita on 2012, classified 
Saudi Arabia as a high-income country (CDSI, 2013; Ministry of Economy and Planning 
[MEP], 2013; The World Bank, 2012). The national government’s budget for 2013 (i.e. total 
revenues) is projected to be SAR 1,131 (US $301.6) billion (Ministry of Finance [MOF], 
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2014). The strong sustainable oil-based economy has directed the country’s major 
development plans. In turn, such plans have facilitated the development of public and private 
organisations, which increase employment and raise the socio-economic status of the citizens 
(MEP, 2013). The sustainable economy enables the Saudi government to provide all citizens 
with free access to all levels of health care system services (Alrabiyah & Alfaleh, 2010).   
2.1.4 Saudi Arabia health care system  
The government of Saudi Arabia is responsible for providing public health services to 
all regions of the country via the MOH. The MOH has the direct responsibility for the full 
range of health care services which range from PHC to specialised care, along with other 
support services, such as laboratory services and blood banks (National Centre for 
Documents and Archives [NCDA], 2003; Presidency of the Council of Ministers [PCM], 
2002). The health system has achieved many achievements; these achievements have 
accompanied the economic growth of the country. The MOH provides most (60%) of the 
total health services in the Kingdom, while the other governmental health sectors (ARMED 
Forces Medical Services, Ministry of Interior Medical Services, Ministry of Higher 
Education through University teaching hospitals and National Guard Medical Services) and 
the private sector provide 20 percent, respectively (see Figure 2.2) (MOH, 2010a).  
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Figure  2.2 The Saudi providers of health care services percentage in 2010 
Source: Ministry of Health (2010a) 
 
Changes in the lifestyle of the population and the health services have been associated with 
an increase in the life expectancy of Saudi citizens, a lowered infant mortality, and a wider 
coverage of immunization programs, such as to eradicate polio. However, due to the large 
change in the lifestyle and behaviour of the people, the dietary habits of the society has 
increased the rates of non-communicable diseases, such as cardiovascular disease, diabetes, 
and other chronic diseases (Aldakhil, 2012).  
Hence, it is imperative that the MOH adopt their vision and new strategy to ensure that the 
health system services keeps abreast of changes and meets the current health challenges of 
the Saudi citizens and residents. The first assessment of its services, undertaken by a MOH 
research committee (2010b), identified the existing obstacles, such as the lack of appropriate 
regulations and policies, Some policies were deemed unclear, while others were out-of-date. 
In addition, the assessment showed that there was a lack of awareness of the MOH’s vision, 
mission, and values by its employees. Wright et al. (2000) explained that this lack of 
awareness could impact negatively on their competency, performance and behaviour. In 
addition, the analysis identified weaknesses in the management process in terms of the 
monitoring role of the MOH on the regional Directorate (the second level authority in the 
60% 20% 
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hierarchal system–the Directorate General of Health Affairs (DGHA) and the private sectors 
(MOH, 2010b). The findings show that the administration of the MOH often fails, or is slow, 
to manage health issues around the country (MOH, 2010b). Inevitably, these factors  
impact negatively on the overall output of the Saudi health care system’s observations and 
management (MOH, 2010b).   
Nevertheless, the MOH has taken action to improve its rules through the application of an 
integrated comprehensive health care strategy. This strategic plan was developed in response 
to a range of challenges faced by the health care sector. The MOH (2010b) describes this new 
strategy as a quality leap in health care services. It began with a baseline, extensive review of 
the existing research, as well as interviews and workshops with administration personnel at 
all levels of care. From there the MOH developed its new vision to be implemented over the 
next decade. As noted in the following quote, this vision was, indeed, visionary: “…Provision 
of the integrated and comprehensive health care service delivery model in accordance with 
the highest international levels of quality…” (MOH, 2010b, p. 59). The MOH strategy sought 
to improve the quality, performance, and effectiveness of the Saudi health care facilities. The 
Ministry’s role was to set the plan, as well as implement, supervise, and evaluate the 
application. However, this approach can have disadvantages. For example, Alrabiyah and 
Alfaleh (2010, p. 123) contend that the approach places the MOH in a “vicious circle”; the 
challenge is to provide both the service and an evaluation of that service.  
Another challenge relates to the ineffectiveness of a centralised structural authority in a wide 
geographical area like Saudi Arabia. In such a system, the tight bureaucratic control required 
can affect performance. The centralisation of power in all its aspects (e.g. funding, planning, 
and decision-making) can result in ineffective services due to individual inflexible behaviour 
(Alrabiyah & Alfaleh, 2010). However, the new movement within the MOH has seen it 
respond to this issue by focusing on the empowerment of administrative, technical, and 
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financial capacity at each level of the health care system (MOH, 2010b). However, the MOH 
has suffered from a shortage of qualified health care leaders within the important 
administrative, technical, and medical areas. This dilemma was identified as the result of a 
lack of professional recruitment strategies. The new structure has been implemented to 
strengthen the Ministry’s stewardship role, as well as to enhance its autonomy. The problem 
for the MOH can be seen in their organisational chart, which shows the hierarchy (the DGHA 
in all 13 provinces) (see Figure2.3); significantly, there is no clear plan for the 
decentralisation of the MOH (MOH, 2010b). 
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Figure  2.3 Structure of Ministry of Health in Saudi Arabia (Translated by Researcher) 
Source: (Directorate General of Health Affairs in Asir Region, 2012; Ministry of Health, 2012) 
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2.1.5 Health system finance and expenditure  
The Saudi government provides the total expenditure of the MOH. Consequently, Saudi 
citizens have free access to all public health care services at all levels of care (NCDA, 2003; 
PCM, 2002). As the central government provider of health care services, it is accountable for 
both planning and providing the services (NCDA, 2003). To this end, the MOH expenditure 
increased by 26 percent from 2011 to SAR 86.5 (US $23.1) billion in 2012 (MOF, 2014). 
Table 2.2 illustrates the MOH expenditure per capita for six years; the average per capita 
expenditure was US $299.  
Table  2.2 The MOH budget appropriations in relation to the government budget and 
expenditure per capita 2006-2011   
Years MOH Budget 
(% Governmental Budget) 
MOH Expenditure per Capita 
(US $) 
2006 6 257 
2007 5.60 277 
2008 5.60 271 
2009 5.60 271 
2010 6.5 345 
2011 6.9 375 
Source : Ministry of Health (2006, 2007, 2008, 2009, 2010a, 2011) Health statistical year 
book. Ministry of Health, Riyadh 
 
The expenditure on health care per capita indicates that Saudi Arabia is falling behind when 
compared to the other developed countries. Figure 2.4 shows that, in some countries, the per 
capita expenditure by government on health is more than seven times that of Saudi 
Arabia (Ministry of Health, 2010b). 
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Figure  2.4 Government expenditure on health per capita in 2008 
Source: Ministry of Health(2010b) 
 
Additionally, PHC funding is not clear, with the main focus of the MOH leaders being on 
hospital-based services (Alrabiyah & Alfaleh, 2010; Searle & Gallagher, 1983). According to 
Alrabiyah and Alfaleh (2010), the focus has been on curative rather than preventive care. 
Additionally, there are inequalities in the PHC funding. More than 90 percent of section four 
(i.e. infrastructure project and development) in the MOH budget is allocated for hospitals. In 
contrast, there is no defined or allocated PHC funding; it is only outlaid from the general 
expenditure of the MOH budget. This inappropriate expenditure for the PHCC has translated 
into the following reality. First, eighty percent of the PHC buildings are rented. Further, they 
have not been designed specifically for PHCC usage, particularly in terms of entrance to the 
facilities (e.g. poor access for the elderly and those with disability).  
Second, there is a functional imbalance between the primary and secondary level lines of 
care, which reflect the skewed allocation of the resources (Alrabiyah & Alfaleh, 2010). The 
consequence of this imbalance has led to the low quality of PHC service and the lack of 
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available resources (Al-Khaldi & Al-Sharif, 2002; Khoja & Al-Ansary, 1998). Nevertheless, 
the service is provided free to the citizens, while the system dominates at the secondary level. 
In summary, it is clear that there are weaknesses in the funding, the workforce, and the 
reliability of the PHC infrastructure (MOH, 2010b; Alrabiyah & Alfaleh, 2010). When 
comparing the PHC system in Saudi Arabia and in Cuba, it was clear that the leaders and the 
government were the key issue for the success of the Cuban PHC. Further, the power of the 
social determinants, and a consistent health policy and strong political regulations meant that 
the Cuban PHC was one of the best in the world (Whiteford & Branch, 2007). In contrast, the 
PHC in Saudi Arabia is affected by the lack of effective leadership and a centralised system 
which has led to ineffective management. Importantly, PHC in Saudi Arabia required a new 
reform that could shift the focus of the health system from the “hospital" based services to the 
primary level and needs of the patient. Thus, the ongoing projects seek to improve the PHC 
infrastructure and the workforce, as well as secure the future health of the country. 
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2.1.6 Lines of health care system 
The Saudi health care system is divided into four “lines of care” with the new strategy; as 
shown in Figure 2.5, the first line or entrance to the health care system is primary health care. 
Its development and role are the focus of the following section. 
 
 
Figure  2.5 Lines of care in the Saudi Arabian health care system 
Source: Ministry of Health (2010b) 
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2.1.7 Primary health care in Saudi Arabia  
2.1.7.1 Historical issues of PHC 
PHC services in Saudi Arabia are the first level of care when entering the health care system 
(Al Mazrou & Salem, 2004). These services are provided, in the main, by the MOH and its 
extensive network of centres spread throughout the country (PCM, 2002). The WHO (1978), 
in its declaration of the Alma-Ata, has defined PHC as “…essential health care made 
universally accessible to individuals and families in the community by means acceptable to 
them through their full participation and at a cost the community, and the country can afford” 
(WHO, 1978, p. 3). Saudi Arabia has sought to comply with the Alma-Ata declaration and 
has committed to a strategy for developing PHC (Al Mazrou & Salem, 2004). These 
development efforts have occurred in a country which has a very diverse population, 
especially in terms of location and socio-economic status (Al-Mazrou, Al-Shehri, & Rao, 
1990).  
Changes in the first level of care began in 1980 when the MOH merged the dispensary, health 
care offices, and the maternity and childcare centres under the name of primary care (Al 
Mazrou & Salem, 2004). In 1984, it went further by integrating, onto PHCCs, both curative 
and preventive services. These services covered a range of comprehensive health care 
services for individuals, families and community, including the health of pregnant women 
and children, vaccinations, immunization for communicable diseases, patient follow-ups for 
chronic diseases, the dispensing of essential drugs, and dental and essential eye care services 
(Al Mazrou & Salem, 2004; Alharthi, Alenad, Baitalmal, & Alkhurashi, 1999). The PHC also 
provided health education for individuals and the society in relation to the prevention of 
diseases, along with other services that offer the first contact with public health services 
(Alharthi et al., 1999). These improvements to the PHCC were initiated through the 
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establishment of centres in the 11 DGHAs around the country (Al Mazrou & Salem, 2004). 
Such services were developed to improve the health of the Saudi community and demonstrate 
the government’s considerable commitment to enhancing health outcomes. 
Importantly, the PHC has witnessed  considerable improvements during the last three decades 
(Al Mazrou & Salem, 2004). Beginning in 1970, the government had a series of five-year 
plans that sought to direct the development of its health system and, in particular, its primary 
health care. These development plans have meant that the health 
system has evolved significantly at all levels of care (Alrabiyah & Alfaleh, 2010). However, 
the development of primary health care originally began with the establishment of 30  PHCCs 
in 1946; the number had expanded to more than 2037 centres by 2009 (Ministry of Health, 
2010a). This expansion  led to significant improvements in PHC services and outcomes, 
namely: the low incidence of communicable diseases, the low rate of child mortality, and 
increased life expectancy (Ministry of Health, 2010a). Recently, however, Saudi Arabia has 
witnessed a transition in the patterns of disease, that is, to non-communicable (chronic) 
diseases (WHO, 2006).  
The Saudi population has a high prevalence of chronic diseases, which are, in part, an 
indicator of poor primary health care services, including patient follow-ups and education 
(WHO, 2006). The prevalence of diabetes was identified by Al-Nozha et al. (2004); 20 
percent of females and 25 percent of males for the age group 30 to 60 have diabetes. The rate 
was 25 percent and 30 percent for females and males above the 60 year age group (Al-Nozha 
et al., 2004). It is now essential that the PHC service provided to chronic patients and their 
patient follow-ups be further developed and improved. The MOH does have the potential to 
improve the health care system and the services provided. The Saudi Arabian health system 
has been ranked, internationally, as 26th out of 191 in the world (WHO, 2000) However, 
despite its relatively high ranking, there are clearly challenges confronting the PHC.  
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2.1.7.2 Workforce of PHC 
Globally, there is an increased concern about the critical shortages of the health workforce 
and the increased demand for health services (WHO, 2012). This situation is also confronting 
the Saudi health care system. Along with shortages in the health workforce there is the 
challenge of the Saudi reliance on expatriate health professionals (WHO, 2006). In 2010 the 
PHCC workforce included 8,356 physicians (a rate of 3.08 per 10,000 inhabitants), 15,696 
nurses (a rate of 5.8 per 10,000 inhabitants),and 10,189 allied health workers (Ministry of 
Health, 2010a). Between 2005 to 2009, as shown in Figure 2.6, while the workforce has 
increased, the number of nurses and allied health workers had increased at a greater rate than 
did the number of physicians. 
 
Figure  2.6 Total number of primary health care professionals over five years 
Source: Ministry of Health (2010a) 
 
 
Additionally, there is movement in the workforce as health care practitioners leave their 
profession, while some practice another health profession. Nevertheless, the dominance of the 
physician continues in health care system positions (Littlewood & Yousuf, 2000). They have 
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played a key role in managing health care facilities and in policymaking in the Ministry, and 
in regional and national health authorities. At the same time, there is a shortage of physicians 
who practice their profession. In 2000, a Ministerial committee found that the number of 
physicians in PHC was 40 percent below the minimum standard rate required (Alrabiyah & 
Alfaleh, 2010). This scarcity of physicians becomes more apparent when compared to other 
countries. In Saudi Arabia, the rate of total physicians per one thousand inhabitants is 2.18 
(Ministry of Health, 2009). This rate is well below the median rate for OECD countries, as 
illustrated in Figure 2.7 (OECD, 2012).  
 
Figure  2.7 Practising physicians in 2009 per 1,000 inhabitants 
Source: Ministry of Health (2010a)and 
 Organisation for Economic Cooperation and Development (2012) 
 
 
2.1.7.3 Human resources development  
An important way to increase the health workforce is to ensure that health professionals 
continue to develop new knowledge and skills through training and development. An 
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many drawbacks and challenges facing the system (MOH, 2010b). First, there is the lack of 
competent leaders to manage the employees who come from a diversity of professional 
backgrounds, as well as the cultural development of the workforce (MOH, 2010b). Second, 
shortages in the workforce have been exacerbated by the increased competition among health 
care providers to attract qualified personnel and specialised medical workers. Third, the 
MOH suffers from a lack of permanent funds to support training and scholarships, which may 
have the potential to make the workplace less attractive than other settings. Fourth, the MOH 
tends to lag behind international practices regarding the provision of training funds and the 
allocation of funds from the budget for the health workforce. For example, the United 
Kingdom (UK) and Malaysia allocate five percent of the Health Ministry funds to training; in 
contrast, Saudi Arabia allocates approximately 0.4 per cent of the MOH funds. Finally, the 
MOH faces an overall weakness in health administrative efficiency, along with a lack 
of trained professionals to operate and manage the facilities (MOH, 2010b).  
2.1.7.4 Acceptability and Accessibility to PHC 
Acceptability has been identified as one of the main criterion for evaluating health care 
systems (Duckett & Willcox, 2011). This section addresses the acceptability level achieved 
within the PHC. The total visitors using Saudi PHCC services in 2010 numbered 54.95 
million; the average visits per PHC centre was 26.243;, and the average daily visit per PHC 
centre was 103 (MOH, 2010a). Patient satisfaction surveys are a way of determining 
acceptability among consumer populations (Fletcher, 2000; George & Rubin, 2003). Their 
satisfaction, in addition to being a tool for determining the effectiveness of the service 
provided, is also a vital factor in reforming the health system (Mellor et al., 2006; Williams & 
Calnan, 1991). A number of studies (Al-Faris, Khoja, Muneera, & Saeed, 1996; Al-Sakkak, 
Al-Nowaiser, Al-Khashan, Al-Abdrabulnabi, & Jaber, 2008; Mansour & al-Osimy, 1993; 
Qatari & Haran, 1999) concluded that patients in Saudi Arabia were dissatisfied with several 
 Chapter 2 Background 27 
aspects of their access to PHC services. The reasons for this dissatisfaction included the 
physical environment, waiting times, and the waiting area structures.  
The MOH in Saudi Arabia identified the obstacles to accessing the health care services as 
environmental conditions, social and economic status, geographical 
location, education, income level, and nutrition (MOH, 2010b). Another structural obstacle 
for the lack of access related to the absence of an efficient referral system between the 
various health care levels, further reducing the access to health care services (Al-Ahmadi & 
Roland, 2005). The lack of integration between the levels of care created an ineffective 
structure where there was no adequate referral system (Al-Ahmadi & Roland, 2005). This 
finding confirms the need for a new health system structure with a strong and organised 
referral system that assures patient access. 
2.1.7.5 PHC and health information system 
Another challenge facing health care, both in Saudi Arabia and the world, is the major 
increase in the level of computerisation in health information systems (Qurban & Austria, 
2008). To assist with this issue, the Saudi MOH has established a four year (2008-2011) 
project to improve health care facilities and services for patients, namely, the electronic 
health system (Qurban & Austria, 2008). Their electronic health (eHealth) strategy began in 
2011 (MOH, 2013). Alghanim’s (2011) study, undertaken within the PHC setting, identified 
that the absence of an electronic health care system was a part of why the current 
infrastructure was inappropriate. The lack of a useful access point to electronic health 
information affects services as the physicians do not have up-to-date patient knowledge. Sims 
(1999) posited that primary health care systems that incorporate high-quality computing can 
deliver effective patient-centred care. Consequently, a PHC information system, not yet 
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developed, is essential to serve patients’ health needs, as well as to enhance the organisation’s 
ability to improve the knowledge base of the health care professionals. 
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Chapter 3 Literature Review  
Healthcare services worldwide require highly skilled employees to achieve the desired 
performance in a healthcare organisation and to face competition for the available workers. In 
addition, there is the need and demand for the creation of positive harmonious workplace 
behaviour that can encourage and engage employees with their organisation. However, when 
this behaviour is dysfunctional the employee satisfaction can be affected as a consequence 
(Koys, 2001). Within a health care system, such behaviour can, in turn, negatively affect the 
health care service provided to the patients. Such challenges need to be overcome if the 
organisational leaders wish to implement strategies that can motivate and empower health 
care professionals to achieve organisational goals. According to Haefner (2011), positive core 
values of a number of factors influence the motivation and satisfaction of employees, namely, 
‘leadership, environment and personalities’. Therefore, a pivotal role is played by the leaders 
and organisational culture in the creation of a positive environment; this can help to promote 
effective communication in the organisation and achieve its goal.  
This section aims to identify and analyse the literature that consistently supports health care 
professional job satisfaction, leadership behaviour, and organisational culture. The resources 
utilised in this literature included books, a research thesis, and papers identified through 
online search strategies of search engines, and the major web sites (e.g. Emerald Group 
Publishing Database, Google Scholar, CINHAL database, MIDLINE database, and the World 
Health Organisation). The literature search for each concept began by identifying various 
relevant terms (e.g. leadership behaviour). As well as these terms, the examination included 
searches under appropriate abbreviations, synonyms, related terms, and narrower terms (as 
shown in Table 3.1). 
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Table  3.1 Search keywords 
SEARCH 
KEYWORDS CONCEPT AND CONCEPT AND CONCEPT 
Subject term Organisational culture  
Leadership 
behaviour  Job satisfaction 
 OR  OR  OR 
Subject term Health institute  culture  Leadership style  
Professional 
satisfaction 
 OR  OR  OR 
Subject term Primary Health Care culture  
Leaders 
behaviour  
Employee 
attitude 
 OR  OR  OR 
Subject term 
Subcultures of 
health 
organisation 
 Management style  
Employee 
satisfaction 
 
The chapter begins with an assessment of the literature on the following topics: a discussion 
of job satisfaction and factors affecting employee satisfaction (section 3.1); an overview of 
the relationship between organisational culture, leadership behaviour, and job satisfaction 
(section 3.2); an analysis of the relation between the independent variable organisational 
culture and leadership behaviour (section 3.3); and, finally, conclusions are drawn that 
highlight the implications from the literature and develop the conceptual framework for the 
current study (section 3.4). 
The limitation of this literature review reflects the dearth of the research published about job 
satisfaction, leadership behaviour, and organisational culture encountered in Saudi Arabia 
and the PHCC context. However, this review utilised both the regional and international 
literature to direct the focus of this study. 
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3.1 Job Satisfaction  
Job satisfaction is a broad phenomenon affected by different factors, either intrinsic or 
extrinsic. However, sometimes the phenomenon was misunderstood by the managers 
especially when they were disestablishing the organisational structure and its environment. 
As a consequence, the opportunities needed for an employee to be satisfied are also 
misunderstood (Buchbinder & Shanks, 2007). Job satisfaction, as defined by Ivancevich, 
Konopaske, and Matteson (2008), is seen as an attitude that results from workers’ perceptions 
about their jobs. According to Kalleberg (1977, p. 126), “Job satisfaction refers to an overall 
affective orientation on the part of individuals toward work roles which they are presently 
occupying”. Therefore, it is more than an individual’s pleasure with their job; it is about 
being more objective in evaluating the facts about their work. Thus, cognitive job satisfaction 
is the way rather than the context of wellbeing that helps to bring affective job satisfaction 
(Moorman, 1993).  
Fincham and Rhodes (2005) posited that job satisfaction is about investigating what are the 
significant facts about a job, as well as categorising global satisfaction into facts, either 
conceptual or statistical. Also, job satisfaction can be influenced by other organisational 
factors that contribute to dissatisfaction, as well as being associated with a multitude of 
variables. There is confluence of these issues which impact upon health care professionals, 
particularly the PHC environment. In the health care setting, Atchison (2003) addressed two 
ways of improving employee satisfaction. For short-term employees’ ‘egocentric satisfaction’ 
responds to personal rewards (e.g. seen as a quick win); long term employees’ ‘other-centred 
satisfaction’ responds to strategies of quality performance within the working environment 
and the team. Therefore, specific leader’s talents are needed in health care organisations to 
distinguish the right management style for employees, and what should be provided.  
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To better understand what influences health care professional satisfaction it is important to 
review previous studies. The systematic literature review investigated factors that affect the 
job satisfaction experienced by general practitioners. Some factors related to employment 
conditions (such as income, job-related pressure or workloads, and a lack of recognition) 
appear to decrease job satisfaction (Van Ham, Verhoeven, Groenier, Groothoff, & De Haan, 
2006). Many researchers (Bovier & Perneger, 2003; Lok & Crawford, 2004; Lund, 2003; 
Tsai, 2011; Verschuren & Masselink, 1997; Zazzali et al., 2007) found a relationship between 
job satisfaction and the other factors. For example, there was a positive relationship with age, 
sex, education level, a participatory culture, empowerment, a considerate leadership style, a 
supportive and innovative culture, work climate, the quality of a working place, interaction 
and communication, and encouragement; there was a negative relationship with the 
bureaucratic and hierarchical system. Other studies captured patterns in different areas, 
cultures, and respondents (Tsai, 2011; Zazzali et al., 2007) and fields (Lund, 2003).  
Job satisfaction, which has been studied widely, was the most frequent variable of 
organisational behaviour research. However, Lok and Crawford’s (2004) study illustrated that 
the area of a study and the culture involved can reveal different results and provide different 
contributions. For example, using one questionnaire, they undertook their research in two 
countries, Australia and Hong Kong. The purpose was the same, but the results were different 
due to the different organisational cultures and environments. Further, the relationship 
between organisational culture, leadership behaviour and job satisfaction was not established 
definitively in PHC. Other unpublished studies have combined both leadership behaviour and 
organisational culture in the PHC sector of the health care industry. Both avenues of study 
gave little attention to either first line health care professionals in PHC or to PHC managers.  
Other studies used different research methods to reveal additional factors that influenced job 
satisfaction. A qualitative descriptive study by Cowin (2002) highlighted the relationship 
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between professional opportunities, with autonomy being a specific component of job 
satisfaction in the health care setting. Job training was identified by Schmidt (2007) as a 
factor affecting employee satisfaction. The study, investigating training and development, 
surveyed 552 customers’ and technical service employees’ satisfaction. The study confirmed 
that the employees valued training and considered it a required part of their job. Also, it 
found a significant relationship existed between job training satisfaction and overall job 
satisfaction. In addition, it revealed the importance of components of job training, such as 
‘time spent in training, training methodologies, and content’, especially as the results were 
significantly related to job training satisfaction (Schmidt, 2007, p. 493). Hence, training is 
deemed an important factor affecting employee satisfaction; key to this training being 
effective is how it is provided, particularly in terms of methodology, time, and content.     
Two quantitative studies have also used the same satisfaction scale (the Mueller and 
McCloskey’s (1990) job satisfaction questionnaire) but with different results, namely, 
Wang’s (2002) study of 191 nurses in China, and Price’s (2002) study of 141 acute care 
nurses in the UK. Wang (2002) found that the Chinese nurses scored an average mean 
(M=2.51) on 5 point Likert scale, which showed that the employees were more dissatisfied 
than satisfied. This dissatisfaction related mostly to pay and job promotions. Price (2002) 
found that the UK nurses were dissatisfied with control and responsibility (M=2.7) and 
professional opportunities (M=2.6). On the other hand, the nurses were satisfied with their 
co-workers (M=3.8) and with the extrinsic rewards (M=3.5). Thus, culture can be seen as 
having an important impact on the result of the satisfaction of health care professionals. 
Additionally, Price (2002) posited the applicability of utilising Mueller and McCloskey’s 
(1990) Satisfaction scale (MMSS) on ‘non-USA populations’. Semi-structured interviews 
could also enhance the findings and help explain the view of the employees, if undertaken 
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using the MMSS questionnaire. Hence, in the current study, it was considered important to 
reflect on the recommendations of previous researchers.  
A Saudi Arabian study into the PHC physicians’ satisfaction showed that the workload, 
unstable working hours, and the absence of incentives (such as a lack of administrative 
support for employees) were factors that influenced job satisfaction (Kalantan et al., 1999). 
However, there are insufficient descriptions of the sample type and the method used; also, it 
was not clear if the sample reflected the population of the study. Moreover, there was no 
rationale for why the particular instrument or method was used. Further, the accuracy of the 
instrument was not clearly established; the result of the pilot study was not included; and the 
reliability and validity of the result were not mentioned.  
In his research, Al-Ahmadi (2009) studied the factors affecting performance in a Saudi 
Arabian sample of 923 nurses in 15 public hospitals. The study identified that the nurses’ 
performance was positively correlated with job satisfaction and organisational commitment. 
In addition, job satisfaction was identified as a strong predictor of job performance. In their 
comprehensive review of the quality of PHC in Saudi Arabia, Al-Ahmadi and Roland (2005) 
stressed that quality will be improved when the management of the PHC was enhanced 
through the development of the organisational culture and the skills of the health care 
professionals which, as a consequence, would improve the quality of the PHC services.  
There is a dearth of literature on leadership and the work culture of PHCs in Saudi Arabia. 
However, as Lok and Crawford (2004) concluded, the effects of organisational culture and 
leadership style on job satisfaction are not explained and, so, there is a need for further 
studies. Therefore, this study investigated the relationship between organisational culture and 
leadership behaviour in relation to the job satisfaction of health care professionals in Saudi 
PHCs. Schein (2010), a recognised expert on organisational culture and leadership, also 
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stated that culture, in general, has not been studied enough in groups or in the occupational 
domain. According to earlier work by Schein (1985), culture is created by leaders; they 
prepare the cultural environment of an organisation to meet the organisation’s mission, and it 
is that environment in which the employees work. This creation and modification by the 
leaders can alter an employee’s satisfaction; however, this area is little understood. Thus, it is 
important to study the relationship between organisational culture, leadership behaviour, and 
job satisfaction.  
The current study addresses these gaps in the literature by focusing on organisational culture 
and leadership behaviour in relation to the job satisfaction of PHC health care professionals 
in Saudi Arabia. One key way to undertake change in an organisation is to assess its culture 
(Cameron & Quinn, 2011). Consequently, a task of the current research was to design a 
managerial framework for PHCCs in Saudi Arabia. Prior to the design of the framework, it 
was important to consider an assessment of the existing culture. Maull, Brown, and Cliffe 
(2001) posited that the identification of the culture would feed into the change, as well as 
being an essential prerequisite for designing or implanting any program. The structure and 
size of the organisation to be analysed was also an important consideration. This factor was 
highlighted in Man, Lau, and Chan’s (2002) study which showed there were differences 
within organisations in terms of their environment, resources and managers’ behaviour. 
Therefore, the core finding of the current research was an explanation of the differences 
between the sizes of the PHCCs, their culture, and the satisfaction level of the PHC 
professionals. The research also investigated differences identified between rural and urban 
PHC professionals in terms of their job satisfaction and organisational culture.  
Differences were also identified between the health care organisations and other 
organisations. These differences appear to relate specifically to the interaction between the 
patients and practitioners and the infrastructure, and depend on the availability of appropriate 
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financial resources and technology. Moreover, variations in health care experience also 
influence employee behaviour (Kinston, 1983). To obtain a better understanding of these 
behaviours the current study investigated behaviour theories, and how satisfaction is 
influenced by other factors. Importantly, job satisfaction theories give an insight into human 
behaviour within organisations and provided a guide as to how to better manage employees. 
Additionally, Maslow’s hierarchy of needs theory is a first order theory of satisfaction and 
motivation; it highlights individual motivations and what satisfies them (Maslow, 1943). 
Maslow arranged human needs in a pyramid with five fundamental needs, with the basic 
survival needs at the bottom and the higher self-actualisation needs at the top. In brief the 
needs that motivate the behaviour of individuals are: physiological, safety, social and love, 
esteem, and self-actualization. Maslow’s theory has been criticised as each person is an 
individual with individual differences, hence the hierarchy does not operate or apply for all 
people.  
 
From the pioneering theory of Maslow other researchers followed in the same direction. For 
example, Frederick Herzberg (1959) developed his two factor theory of motivation 
(Herzberg, 2003). The first involved two job factors: motivators and satisfiers; these contain a 
set of sources that satisfy and motivate employees, such as achievements, recognition for 
achievement, the work itself, advancement, and responsibility. The second factor, the hygiene 
factor, contains the source of dissatisfaction; it is concerned about the working conditions, 
salary, supervision, relationships with colleagues, policy and administration, and job security. 
The hygiene factor is rarely used as a creator of job satisfaction, because it not focused on the 
sources of satisfaction. According to Herzberg's (2003) theory, the presence of the motivator 
factor will positively improve behaviour. One advantage of this theory is its insightful view, 
for managers, that money is not the first or primary motivator. Moreover, it can help and 
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support the job designer to design a job that can satisfy an employee. A problem with the 
two-factor theory of motivation is that it is difficult to judge individual differences, for 
example, one factor may affect and motivate one employee, but not have the same effect on 
another employee. Timmreck (2001) also utilised Herzberg’s motivation theory factors in his 
survey of 99 mid-level managers in a health care setting; the professionals were asked about 
their use of these factors and their beliefs about them. Interestingly, the study found that the 
motivator factors were believed and used by only a minority of the mid-level managers.  
In their research, Hackman, Oldham, Janson, and Purdy (1975) assessed a job characteristics 
model that focused on the tasks and the interpersonal demands of the job. This method of job 
design illustrates that satisfaction is an objective characteristic of the job. Their key concept 
posited that jobs are different, being based on the way the job involves the five measurable 
characteristics: 
1. Skill variety: the extent to which there are many skills required to perform a job.   
2. Task identity: the degree to which the work has been completed; and it is 
identifiable, and the outcome is tangible.   
3. Task significance: the degree to which the work impacts on others, either inside or 
outside the organisation.    
4. Autonomy: the degree to which the employees are given job freedom, independence, 
and discretion in determining their workplace and scheduling. 
5. Task feedback: the degree to which the worker is provided with clear direct 
information about their performance. 
The key issues utilising these characteristics (as suggested by Hackman and Oldham (1975)) 
are related to the critical psychological states undergone by the employees, namely: 
1. Experienced meaningfulness of the work: this can be determined by the level of skill 
variety, task identity, and task significance. 
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2. Experienced responsibility for work outcomes: this can be determined by the extent 
of the present autonomy. 
3. Knowledge of the results of the work activity: this can be determined by the extent of 
the present feedback. 
Hackman and Oldham’s (1976) model was used to explain the relationship between the 
motivation needed in a job and its link to job satisfaction. The job characteristics model 
studied the employees’ needs for growth and its relation to the job profile; it also helped 
identify areas of a job that could be changed. Through the use of the model, the leaders are 
able to measure the needs of each job and what motivates their employees. However, 
differences in personality were also shown to be important in terms of the employee’s 
readiness to be motivated.   
Summary  
Job satisfaction is the corner stone of employee engagement with their job and organisation. 
Different factors were shown to affect the satisfaction of an employees, in the job or in the 
environment of an organisation, or its structure and process, or altogether. Importantly, job 
satisfaction theories can be seen as an enrichment of work group activity and its environment, 
as in Herzberg’s (1959) motivational theory. In contrast, Hackman et al.’s (1975) study 
focused on the individual environment by matching the abilities and the needs of jobs and 
employees, based on the dimension of the job characteristics. However, most research has 
investigated the strategies for improving satisfaction, with only a limited investigation of the 
influencers of satisfaction. A number of studies revealed the major determents of employee 
satisfaction, namely: leadership behaviour, and organisational culture (Ooi, Abu Bakar, 
Arumugam, Vellapan, & Loke, 2007; Sellgren, Ekvall, & Tomson, 2008; Zangaro & Soeken, 
2007). The next section presents a discussion of the relationship between organisational 
culture, leadership behaviour, and how it influences employee satisfaction.   
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3.2 Organisational culture, leadership behaviour, and job satisfaction  
In a globalised world, it is important for leaders of organisations and societies to understand 
and support the idea that different cultures contribute in a positive way to the human 
experience. Schein (2010) explained the importance of understanding organisational culture, 
namely, that if leaders understand the culture in their organisation, they will not be puzzled 
by organisational life and will also be able to understand themselves better. Hence, it is 
important for leaders to understand the culture of their organisation so that they can clearly 
communicate to their employees, and to model the way of communication through their own 
leadership and behaviour. On the other hand, the perception of leaders to the organisational 
cultural values affects the manner in which they communicate with their employees. This 
section discusses the research that focused on organisational culture, its relationship 
with leadership behaviour, and the extent of the impact of organisational culture and the 
leaders behaviour on their employees and their level of job satisfaction.  
3.2.1 Organisational culture  
The culture of an organisation plays a critical role in the organisation’s success and the job 
satisfaction of employees (Gutierrez, Candela, & Carver, 2012). According to (Deal & 
Kennedy, 1982), organisational culture is defined as a stable collection of values, heroes, 
symbols, rituals and stories. It also encompass the beliefs and assumptions held by the 
employees (Denison & Mishra, 1995). These elements of culture work under the surface and 
have a powerful influence on human behaviour (Deal & Kennedy, 1982; Denison & Mishra, 
1995). Culture was described by Schein (2010) as a dynamic phenomenon, as coercive, and 
as influencing people in many ways; it is created by the interactions with others and, thus, 
shapes behaviour. Therefore, using the concept of organisational culture is a way of looking 
at and thinking about the behaviour of people in organisations. It is one of the most important 
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building blocks for a highly successful organisation. A variety of research findings have 
accentuated different aspects of its importance (Al-Adaileh & Al-Atawi, 2011; Baird, Hu, & 
Reeve, 2011; Cullen, & Parboteeah, 2008; Lok, & Crawford, 1999).  
Organisational cultural evolution goes through four stages, as described by Wei, Qing, and 
Baiyin (2009). The first stage is begun by the founders of the culture; they seek the survival 
of the organisation, and so begin to engage with the employees by specifying the 
organisation’s values, beliefs, and aspirations. This stage uses inspiration as a driver to 
translate the leaders’ assumptions to values and, then, the assumptions to symbols. After 
initiating the investigation into the base of the culture, the second stage begins with the 
implementation of the culture. In this stage the cultural values are embedded into the systems, 
policies and practices as a symbolisation of the artefacts. The third stage, the maturity stage, 
occurs when the organisation and it’s income become stable. The maturation comes from the 
negotiations (the drivers) of this stage, which then defines the subculture of the organisation. 
The outcome of such negotiation changes the meaning of the values, based on the new 
artefacts. Transformation, the fourth stage, occurs with the restoration of the basic 
assumptions to the new unified area of growth, which are converted into the new balanced 
culture and assumptions (Wei et al., 2009). Hence, the importance of the four stages of 
organisational culture is clear; they enable the necessary changes to be made so that the 
organisation can be lead in the new direction. As culture operates outside of people’s 
awareness (Schein, 2010), understanding culture at the organisational level enables leaders to 
prevent possible conflicts, which, in turn, can negative impact upon employee satisfaction. 
3.2.2   Organisational culture types and the “Competing Values Framework” 
Four major cultural types were identified by Cameron and Quinn (2011). The research was 
driven, initially, from research into the major indicators of employee effectiveness, and the 
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development of the “Competing Values Framework”. Two dimensions of the framework are 
placed on the vertical line; they represent the range from ‘flexibility and discretion’ to 
‘stability and control’; the other two dimensions are placed on the horizontal line and 
represent the range from ‘internal focus and integration’ to ‘external focus and 
differentiation’ (see Figure 3.1).  
 
Figure  3.1Competing Values Framework 
Source: Cameron and Quinn (2011) 
 
The first dimension, the clan culture, is characterised by an internal focus and the flexibility 
of the values; it is similar to being in an extended family. This type of culture encourages 
collaboration between employees and nurtures cohesive work groups and high job 
satisfaction. The second dimension, the hierarchy culture, has an internal focus and a 
formalised, structured work environment, with reliable internal processes and control 
mechanisms as procedures that govern what people do. The third dimension, the adhocracy 
culture, has an external focus and flexibility in values that encourages and fosters the creation 
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of innovative products and services by being adaptable, creative, and fast to respond to 
changes in the outside environment. The fourth dimension, the market culture, has a strong 
external focus, and values stability and control. This type of culture focuses on the customer 
over employee development and satisfaction, especially as the goal of the manager is to 
increase productivity, profits, and customer satisfaction. Such a culture rewards employees 
who deliver results. According to Cameron and Quinn (2011), organisations can be described 
as fitting into one of these four dimensions.    
 
3.2.3 Organisational culture level  
Culture, as analysed by Schein (2010), was classified into three levels (artefacts, espoused 
beliefs and values, and basic underlying assumptions) (see Figure 3.2). These levels related to 
the degree to which culture could be observed (‘very tangible’ to ‘deeply embedded’), and 
they were useful in illustrating the visible cultural aspects of an organisation. An artefact 
refers to the visible elements of culture, namely, what someone recognizes when they see a 
new group with a different culture, such as obvious or verbally identifiable elements in an 
organisation, and observed behaviour. Although this level is easy to observe, it is difficult to 
decipher. Espoused beliefs and values is the second cultural level which is characterised by 
championed leaders. The espoused values are distinguished from the enacted values of an 
organisation; the espoused values relate to those of the worker, their actual behaviour 
reflected as strategies and goals. The last level of culture relates to the basic underlying 
assumptions; these beliefs are taken for granted as a part of the leadership routine, which is 
the original source of the values. The following figure illustrates the degree of understanding 
involved in observing and classifying culture for the relevant level.     
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Figure  3.2 Levels of culture 
Source : Schein (2010) 
 
3.2.4 The organisational culture dimensions 
Organisational culture was classified, by Wallach (1983), into the ‘Organisational Culture 
Index’ (OCI). The instrument has three categories: bureaucratic, innovative, and supportive. 
The OCI shapes culture on three stereotypical dimensions. Firstly, the bureaucratic culture is 
hierarchical, organised, systematic, and has clear lines of responsibility and authority. The 
innovative culture is found in creative, results-oriented, and challenging work environments. 
The supportive culture is evident in work environments that are people-oriented, 
encouraging, trusting, and one in which teamwork is evident. Each facet is related to 
particular adjectives. Firstly, bureaucracy is viewed as hierarchically structured, orderly, 
procedural and highly regulated; secondly, innovativeness is seen as creative, enterprising, 
risk-taking, and results-oriented; and thirdly, supportiveness is characterised by equitable, 
sociable, trusting, and collaborative behaviours. Figure 3.3 illustrates the three dimensions of 
organisational culture and its factors. The OCI instrument has been utilised in health care 
studies that addressed leadership behaviour and job satisfaction (Lok, 1997; Lok & Crawford, 
1999). Wallach’s framework of organisational culture was also adapted for the purpose of 
Artefacts 
Visible structures and processes 
(Easy to see, harder to decipher) 
 
Espoused Beliefs and Values 
Strategies, goals and philosophies 
(Espoused justifications) 
Basic Underlying Assumptions 
Unconscious, taken for granted beliefs, thoughts and perceptions 
(Ultimate source of values and actions) 
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this study, namely, to investigate and clarify the type of dominant organisational culture of 
PHCCs in Saudi Arabia. The validity and reliability of this questionnaire is discussed in the 
instrumentation section in the following research design chapter. 
 
 
 
 
3.2.5 Organisational culture and job satisfaction  
An organisation’s culture has its own effect on employee satisfaction, specifically by 
influencing those employees’ motivation. Wallach (1983) posited that employee motivation 
comes from the match between individual characteristics and the culture of their organisation. 
BUREAUCRATIC CULUTRE 
Hierarchical 
Procedural 
Structured 
Ordered 
Regulated 
Established, solid 
Cautious 
Power-orientated 
SUPPORTIVE CULTURE 
Collaborative 
Relationships-orientated 
Encouraging 
Sociable 
Personal freedom 
Equitable 
Safe 
Trusting 
INNOVATIVE CULTURE 
Risk taking 
Results-orientated 
Creative 
Pressurised 
Stimulating 
Challenging 
Enterprising 
Driving 
ORGANISATIONAL CULTURE  
Figure  3.3 The three dimensions of organisational culture  
Source: Wallach (1983) 
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Other studies identified a supportive culture as influencing employee satisfaction (Lok & 
Crawford, 2004; Odom, Boxx, & Dunn, 1990). In addition, Tzeng ,Ketefian, and  Redman’s 
(2002) exploratory study of 345 nurses assessed the relationship between organisational 
culture, job satisfaction, and inpatient satisfaction. The findings revealed that the strength of 
the positive relationship of organisational culture predicted the job satisfaction of nurses; this 
effect extended and predicted inpatient satisfaction.  
Furthermore, Koberg and Chusmir (1987) found that supportive organisational cultures 
increased employee satisfaction and encouraged employees to stay in the organisation. 
Indeed, Deal and Kennedy (1982) showed that creating a strong organisational culture is a 
powerful tool that influences employees’ behaviour and improves performance. More 
interestingly Ooi, Abu Bakar, Arumugam, Vellapan, and Loke (2007) identified that 
employees’ job satisfaction is positively associated with organisational culture teamwork and 
organisational trust. The monitoring of organisational culture also helps to develop better 
total quality management practices and, subsequently, helps to improve employees’ job 
satisfaction. Hence, identifying and understanding the organisational culture of the current 
Saudi situation, and the relationship of organisational culture and its effect on job satisfaction 
on PHC, is essential for gaining an insight into the current culture which, in turn, can be used 
to improve job and patient satisfaction, and organisational performance.  
3.2.6  Leadership behaviour and job satisfaction  
Leadership behaviour involves an interaction with employees to meet the goals of the 
organisation; this interaction influences employee satisfaction. Although researchers have 
studied leadership for decades, there is still no agreement on the exact meaning. The most 
widely agreed elements of the general construct were outlined by Hersey and Blanchard 
(1984), who defined leadership as “the process of influencing the activities of an individual 
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or a group in efforts toward goal achievement in a given situation” (p. 83). Therefore, the 
leaders’ behaviour drives this influence on the individuals and groups by communicating and 
inspiring employees to achieve the organisation’s goal. The result of the leaders’ behavioural 
interactions with the employees can affect their satisfaction with their job and their work 
environment. Understanding this behavioural effect on satisfaction is an important issue; this 
section discusses the types of leaders’ behaviour and their effect on the employee.  
Leadership style has been categorised as either transactional or transformational. These two 
styles were investigated by Skogstad and Einarsen’s (1999) study in relation to employee 
productivity in organisational research. Transactional leaders enhance the subordinates’ 
readiness to perform at anticipated levels by offering rewards for acceptable performance 
(Bass & Avolio, 1993; Bass & Riggio, 2006), that is, they link effort and performance to 
employee reward. On the other hand, transformational leaders inspire employees to adopt the 
organisational vision by the force of their personal abilities; they improve the performance of 
their employees by nurturing common beliefs about achievement and organisational success 
(Bass & Riggio, 2006). In return, the employees may develop a strong commitment and 
loyalty to their organisation and job, especially if the leaders have inspired them by 
considering their needs. Leaders help to shape and maintain the desired culture of an 
organisation (Schein, 1990), therefore, the leader’s style and how they recognise their 
employee needs is important in encouraging job satisfaction.  
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The study of the leaders’ behaviours rather than their traits is important because individual 
behaviour may differ when a particular leader leads a group or an organisation. Behavioural 
studies of leadership in the Ohio State Leadership Studies identified two main behaviours or 
leadership style factors (Stogdill & Bass, 1981), namely, consideration and initiating 
structure. 
1- Consideration refers to the leaders’ concern and respect for subordinates, how they 
express their appreciation for good work, and how they stress the importance of job 
satisfaction. 
2- Initiating structure refers to the ability of the leader to initiate activity in the group and 
their definition of the way the work is to be done by establishing well-defined patterns 
and channels of communication.  
These two elements (consideration and initiating structure) have been reported by Dansereau 
and Yammarino (1998) to be among the strongest leadership concepts. Studying the 
behaviour of leaders, based on these two factors, is important as it contributes to the 
understanding of employee satisfaction (Stogdill & Bass, 1981). The relationship 
between leadership behaviour and job satisfaction has also been studied. The findings show a 
negative relationship between the initiating structure behaviour and job satisfaction, and a 
positive relationship between consideration leadership behaviour and job satisfaction 
(Holdnak, Harsh, & Bushardt, 1993; Pool, 1997). For this reason, the current study utilised 
Stogdill’s (1963) instrument to explore leadership behaviour.  
A recent study by Tsai (2011) also found that leadership behaviour was significantly 
positively correlated with job satisfaction. Earlier, Day and Lord (1988) had found that forty-
five percent of an organisation’s performance is affected by upper-level leaders. The current 
leadership structure and management of the MOH in Saudi Arabia is hierarchical, with 
centralised power. The Planning Department described this structure as an obstacle to health 
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care reform in their strategic plan (Ministry of Health, 2010b). In a wide geographical area 
like Saudi Arabia a centralised power of authority is not a very effective structure (Alrabiyah 
& Alfaleh, 2010). To date there has been no published study showing the current leadership 
behaviour of the PHC leaders and managers. However, Al-Ahmadi and Roland’s (2005) 
literature review did highlight that the centralised nature of Saudi Arabia’s health system 
shows the lack of independent decision-making within the lower level managers’ area.  
Although, leadership behaviour was one of the main factors that determined the satisfaction 
of health care employees in the different areas, this detail is not well established in PHC. In 
their USA study, Moneke and Umeh (2013) surveyed 137 critical care unit nurses to explore 
the influence of managerial leadership on job satisfaction. The findings revealed that the 
leader’s behaviour was the major determinant of employee satisfaction. In terms of control 
and responsibility for the employee, nurses (N= 537) suggested that the leader’s behaviour in 
empowering employees could predict low levels of tension and increase the effectiveness of 
the health organisation (Laschinger, Wong, McMahon, & Kaufmann, 1999). Hence, 
empowering employees rather than controlling them is the key to the effectiveness of a health 
organisation. Similarly, a study of nurses (N=770) shows evidence that the leader who builds 
a strong work climate relationship has an impact on the feelings of employee job satisfaction 
(Sellgren et al., 2008).  
In addition, a meta-analysis of 31 studies, by Zangaro and Soeken (2007), assessed nurses’ 
job satisfaction and the variables that mediated the influence on the satisfaction of the nurses 
in the health care organisation. The study identified and highlighted the significant factors 
that affect nurses’ satisfaction, such as leadership behaviour, and the demographic variables 
which affect employee autonomy, job stress, and workplace communication. Most research 
about health care organisational employee satisfaction has focused on strategies of 
recruitment and retention, however, the more important need is for research to focus on 
 Chapter 3 Literature Review 49 
improving the working environment. Zangaro and Soeken (2007) also stressed the need for 
future research into health care and into the effect of changes to health care services, with a 
focus on factors such as leadership behaviour. The current Saudi health care system is 
changing from its current rigid planning and management system, with improvements 
occurring to the ineffective structure and the use of the centralised hierarchical system 
(Alrabiyah & Alfaleh, 2010). However, there is no action plan for the implementation of this 
change. Therefore, it is important to understand that an empowered employee and an 
improved work climate show a positive relationship with satisfaction and work effectiveness; 
this is in contrast to the negative relationship that occurs with centralisation and control. 
3.3 Leadership behaviour and organisational culture  
As the relationship between leadership behaviour and organisational culture is important, so 
too is our understanding of this relationship. Al-Yahya’s (2009) insightful study showed that 
bureaucracies, as an organisational culture, have an influence on leadership and 
organisational development, especially in Arab countries. In Asian and Arab countries 
bureaucracies tend to be the more prevalent organisations (Lok & Crawford, 2004). 
Therefore, centralisation, a part of the bureaucratic culture, can negatively influence the 
organisation and the employee due to the lack of independent decision-making and the tight 
control. Additionally, leadership behaviour can influence employees satisfaction, and a 
consideration of the employees in the decision-making and planning processes can improve 
the performance of an organisation and enhance public governmental service (Kim, 2002).  
According to Bass and Avolio (1993), there is a congruency between leadership behaviour 
and the types of organisational culture, and this can lead to improved organisational 
outcomes, including organisational effectiveness and employee satisfaction. Casida and 
Pinto-Zipp (2008), in a descriptive explanatory study of acute care nurses (n=278) showed an 
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association between the leadership styles of nursing managers and the types of organisational 
culture(Casida & Pinto-Zipp, 2008).  
Tsai (2011) showed that organisational cultures were positively correlated with leadership 
behaviour. In another study, Kim, Kim and Kim (2011) surveyed 261 radiological 
technologists in relation to improving job performance and improving organisational 
management. The authors suggested that, in this particular employment setting, if appropriate 
leadership and consensual culture is used, job performance improves and there are fewer 
conflicts among the workers. Moreover, these two improvements can lead to enhanced 
organisational effectiveness. According to Bass and Avolio (1993), transformational 
leadership and organisational culture contain the key to understanding organisational 
effectiveness. Thus, leadership behaviour and organisational culture contribute to an 
organisation’s performance and effectiveness. Thus, gaining an understanding of the 
relationship between these variables in PHC is important. The literature reviewed in the 
current study; it incorporates both Saudi Arabian regional studies and international studies 
(see Appendix A). The table presents the various applied research methods used, the sample 
and data collections, the focus of each study, and the area of the study, while the notes section 
highlights important remarks about each study. This summary outlines each concept: job 
satisfaction, leadership behaviour, and organisational culture. It is noteworthy that no 
previous study had considered the PHCC and these three variables, together. Different 
research methods were used in these studies, the quantitative cross sectional approach, and 
the little used qualitative approach. In the literature review, a comparison was made of the 
outcome of these studies and the recommendations of previous researchers. As shown clearly 
in the following table, the content problem was measured through a quantitative instrument 
that sought to address the purpose of the study. Therefore, quantitative data was determined 
as the most suitable approach to assess the relationship among these variables. However, 
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from a Saudi context, the data from the regional areas helps to explain the mechanisms of this 
relationship. In contrast, the qualitative data helps to explain the reasons behind the 
significant relationship identified in the quantitative results. Therefore, a sequential 
explanatory mixed method is used in this study, as the study is more quantitatively oriented, 
yet required further explanation of the results by qualitative interviews. The next chapter 
discusses, critically and comprehensively, a sequential explanatory mixed method approach. 
3.4 Conceptual framework  
The developed conceptual framework was consistent with previous theories and the literature 
review, with several factors positively affecting job satisfaction. Little research has been 
undertaken to predict, using statistical models, the links between leadership behaviour, 
organisational culture, and job satisfaction. However, Tsai (2011) constructed a multiple 
linear regression model based on standardized coefficients (β) to predict that organisational 
culture was positively associated with leadership behaviour (β = .55, p < .001), job 
satisfaction (β = .66, p <.001), and that leadership behaviour was positively associated with 
job satisfaction (β = .33, p < .001) after controlling for organisational culture. Nevertheless, 
there is a gap in the literature that needs to be filled, namely, modelling the relationships 
between leadership behaviour, organisational culture, and job satisfaction in the Saudi PHC 
system. The current study addressed this gap by means of the following conceptual 
framework. 
The current study addressed this gap by designing a conceptual managerial framework to 
improve the performance management of PHCCs. First, however, a theory needed to be 
developed, based on empirical data. The theory sought to explain the relationship between the 
demographic factors, organisational culture, leadership behaviour, and job satisfaction in 
PHCCs. Early theory development by the researcher was based on the information extracted 
from the literature review. A predictive model was proposed; it is outlined using a schematic 
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flow diagram (see Figure 3.4). The framework also corresponded well with the three 
instruments utilised in the study. 
 
 
 
Figure  3.4 Model of the relationships between demographic factors, organisational culture, 
leadership behaviour, and job satisfaction in PHCCs 
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Two major factors were deemed to determine satisfaction in other organisations: leadership 
behaviour and organisational culture; these factors were included in the framework, along 
with the demographic factors. The factors were relevant to the purpose of the current study, 
namely, to explore significant variables (i.e. leaders’ behaviour and organisational culture) 
that contributed to PHC professional satisfaction. PHC, however, was not well explored; no 
published study could be found for the Saudi Arabian context. Consequently, this study 
utilised the explanatory sequential mixed method approach to identify and explore the 
significant quantitative results. Additionally, these findings were explained further via semi 
structured interviews with a sub-section of the same participants. Moreover, no published 
study was available that utilised the mixed method to explore the relationship of these 
important variables. Importantly, the present study has provided further insights into the 
extent to which the five variables of organisational culture and leadership behaviour, along 
with the nine demographic variables, influence job satisfaction among PHC care 
professionals, either directly or indirectly. Additionally, the study utilised this conceptual 
framework to meet the following four objectives:  
1. To identify the effects of the demographic factors on job satisfaction and the 
organisational culture of the professionals working at PHCCs. 
2. To identify the relationship between organisational culture and job satisfaction. 
3. To describe how the leadership behaviour affects job satisfaction. 
4. To identify the relationship between organisational culture and leadership behaviour. 
The next chapter outlines and discusses the methodology used in this study, including the 
sampling, data collection, data analysis, and ethical considerations. 
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Chapter 4 Research Design and Methods  
The current chapter describes the research design and methods adopted by the current 
research to achieve the aims and objectives stated in Chapter 1, namely, “to 
improve individual and organisational performance in Saudi Arabia’s Asir Region’s PHCCs 
by identifying the relationship between organisational culture, leadership behaviour and job 
satisfaction”. A mixed method approach was used to identify the influence of organisational 
culture and leadership behaviour on the job satisfaction of PHC professionals in Saudi 
Arabia. The chapter’s structure is as follows: section 4.1 discusses the study’s mixed method 
approach, the stages by which the method was implemented, and the research design; section 
4.2 provides the participants’ details; section 4.3 lists all the instruments used in the study and 
justifies their use; section  4.4 outlines the data collection; and, finally section 4.5 ,discusses 
the ethical considerations of the research. 
4.1 Research design and method 
4.1.1 Research design 
The purpose of this study was to explain the relationship between organisational culture, 
leadership behaviour, and job satisfaction for PHC professionals in the Asir region PHCCs. 
The literature review demonstrated a dearth of research in the study area, Saudi Arabia. A 
mixed methods approach was implemented, using an explanatory sequential design. The 
design was applied in two phases: the first phase involved the collection and analysis of the 
quantitative data; the second phase involved the collection of the qualitative data (Creswell & 
Plano Clark, 2011; Teddlie & Tashakkori, 2009).  
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An explanatory sequential design was chosen for two reasons. First, the research problem 
was quantitatively-oriented; a reliable quantitative instrument was used to measure the 
constructs of organisational culture, leadership behaviour, and job satisfaction (Lok, 1997). 
Second, the results of the qualitative research was thought to help explain, and gain insights 
into, the quantitative results (Creswell & Plano Clark, 2011). According to Creswell and 
Plano-Clark (2011), using a combination of quantitative and qualitative approaches provides 
a more complete understanding of the research problem than the use of only one method. 
Although the quantitative method may identify the variables that are systematically or 
statistically related, the method may fail to provide insights into why the variables are related. 
A qualitative explication can help to clarify the important concepts and to corroborate the 
findings from the statistical analysis; it may also give guidance that facilitates the 
interpretation of the results (Polit & Beck, 2008). Johnson, Onwuegbuzie and Turner (2007) 
defined this type of approach as a quantitative dominant mixed method research design 
(QUAN-qual). Using this method the researcher relied mainly on a quantitative, postpositivist 
view of the process, concurrently the researcher recognized that the addition of the qualitative 
data would benefit the research. Combining the quantitative and qualitative methods enables 
them to complement each other. This integration of the two methods provides a far richer 
understanding of the research problem than by either method alone (Tashakkori & Teddlie, 
2010). 
For this reason the questionnaire survey was complemented by interviews so that the 
researcher could assess the relationship between the variables. As this method is applicable in 
the social and health disciplines, the method was deemed as appropriate for assessing the 
relationships between the variables that influence job satisfaction for PHCC professionals 
(Creswell & Plano Clark, 2011). In addition, to complement the findings from the 
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quantitative data and to confirm the validity of the method, the qualitative data was able to 
provide a detailed understanding of the problem (Hansen, 2006; Morell & Tan, 2009).  
In summary, the sequential explanatory mixed methods approach provided an explanation of 
the findings identified in the quantitative phase, by a sub set of the same participants, using 
semi structured interviews. Such data enabled a richer understanding of the relationship 
between job satisfaction, leadership behaviour, and organisational culture for PHCCs in 
Saudi Arabia. The findings were expected to make a significant contribution to the 
management literature generally and, more particularly, to the literature about the 
management of health service professionals (Tashakkori & Teddlie, 2003).  
The fourth objective of the current study involved designing a managerial framework to 
provide a blue print solution for the Saudi MOH. To this end, in the focus group, the 
researcher outlined the result of the mixed methods approach to the PHC leaders in the Asir 
region. This instructional session provided an opportunity for a discussion of the findings, 
which provided a greater explanation about the research problem, and assisted the researcher 
in designing the managerial framework. Figure 4.1 gives an overview of the study’s direction, 
from the targeted population to the sequence of the data collection, followed by the 
completed managerial framework. To help achieve the goals of the study, the research was 
divided into four parts: Part 1: quantitative research; Part 2: qualitative research (semi-
structured review); Part 3: qualitative research (focus group); and Part 4: managerial 
framework design (see Figure 4.1). 
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Figure  4.1 Study direction framework 
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4.1.1.1 Part 1: Quantitative research  
Part 1, the first phase, was a cross-sectional survey; it involved the administration of a self-
report instrument with established properties of validity and reliability.  
4.1.1.2 Part 2: Qualitative research (semi structured interview)  
Part 2, the second phase, was a follow up to the quantitative study; it uses qualitative methods 
to provide more insight and to help explain the quantitative outcomes (Creswell & Plano 
Clark, 2011). The method used for the qualitative study was the semi-structured interviews 
with the PHCC professionals (physician, nurses, allied health) as frontline staff. The data 
from these interviews assisted the researcher in understanding how the PHCC professionals 
clarified and explored the problem and to validate the result of part one. 
4.1.1.3 Part 3: Qualitative research (Focus Group) 
Part 3, the third phase, involved the focus group, a set of high authority PHC leaders; the 
results of the mixed methods approach were outlined. The aim of this discussion of the results 
with the PHC leaders was to assist and validate the result, and also to draw practical solutions 
that fall within the Saudi Arabian rules and regulations. The focus group approach was the 
most appropriate qualitative method. The discussion with the leaders, who have similar roles 
and responsibilities, helped the researcher to explore and develop relevant solutions that had 
been used as the base for designing the managerial framework (Hansen, 2006; Ulin, 
Robinson, & Tolley, 2005). 
4.1.1.4 Part 4: Managerial Framework Design 
Part 4, the final stage of the study, followed the collection and analysis of the data. It 
culminated in the design of a managerial framework that could be applied to the PHCCs in 
Saudi Arabia to improve individual satisfaction and organisational performance. 
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4.2 Setting, population and sample 
The study was conducted in the Asir region of Saudi Arabia, where the Directorate General 
of Health Affairs (DGHA) contains 20 PHC sectors. Within these sectors, there are a total of 
227 PHCCs, with a total of 1,856 health care professionals (Public Health Administration in 
Asir Region, 2010). The inclusion criteria comprised all professional health care workers 
with more than 12 months’ experience within the PHC in the Asir region. These criteria 
ensured that the participants had been exposed to a stable organisational culture and 
leadership behaviour in one region of Saudi Arabia.   
A stratified random-sampling method was used. It provided a representative sample of the 
target population, and it allowed every participant in the population an equal probability of 
being selected (Bowling, 2009). Each group or stratum was based on a subset of the 
participants, classified by their professional status (physicians, nurses, and allied health 
workers). The participants selected from each stratum were pooled to form one random 
sample. The sample size was based on a power analysis predicting a sample size of at least N 
= 314 to achieve 95% statistical power to conduct a multiple regression analysis. The sample 
size was calculated using a multiple regression power analysis (see Appendix B); the random 
technique was used for each stratum and started in a proportional number from the stratum’s 
size to the overall population. These subsets of the strata were then pooled to form a random 
sample (Bowling, 2009). Next, the PHC sectors were randomised with the use of opaque 
envelopes. The PHCCs affiliated to the sector were randomised into the same group. The 150 
PHCCs were drawn from the 20 sectors. Table 4.1 shows the sample size of each group, 
based on their proportion within the PHCCs.  
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Table  4.1 The stratified sample of all population  
Profession Frequency Relative Frequency Sample size 
Nurses 842 842/1856 = 45% 45%*500 = 225 
Physician 553 553/1856 = 30% 30%*500 = 150 
Allied Health 461 461/1856 = 25% 25%*500 = 125 
Total PHC Professionals 1856 100% 500 
 
To provide a reasonable representation of each stratum of the health care profession in the 
Asir Region, the researcher distributed 650 questionnaires, assuming the 76% response rate 
achieved in the pilot study. Thus, the expected estimated returned completed questionnaires 
were 500. When some participants had not returned their completed questionnaire within two 
weeks of receiving it, a reminder letter was sent to the four PHCCs sectors. In the end, the 
effective response rate was higher than the assumed result, being 85% (550 returned 
completed surveys were used in the analysis after the uncompleted questionnaires (n=33) 
were removed.  
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4.3 Instrumentation 
The self-report instrument was arranged in four sections: Section A: the Demographic 
Questionnaire, developed by the researcher; Section B: the Organisational Culture Index 
(OCI), developed by Wallach (1983); Section C: the Leader Behaviour Description 
Questionnaire (LBDQ), developed by Stogdill (1963); and Section D: the  Mueller and 
McCloskey’s Job Satisfaction Survey (MMSS), developed by Mueller and McCloskey 
(1990). The reliability of the OCI, the LBDQ, and the MMMS (Cronbach’s α = .47 to 87) 
were estimated by the developers and Lok (1997), and the permission to use it was obtained 
(see Appendix C). Table 4.2 shows the reliability and consistency of the instruments used in 
the current research study.   
 
Table  4.2 Reliability and internal consistency of the Instruments 
Reference Instrument Dimension Reliability (Cronbach α) 
Developer Lok (1997) 
Wallach 
(1983) 
OCI Bureaucratic .71 .72 
Supportive .77 .84 
Innovative .87 .74 
Stogdill 
(1963) 
LBDQ Consideration .82 .81 
Initiating structure .78 .84 
Mueller & 
McCloskey 
(1990) 
MMSS Professional opportunities .64 .76 
Balance of family and work .57 .51 
Extrinsic .52 .70 
Scheduling .84 .82 
Control and responsibility .80 .85 
Praise and recognition .80 .77 
Interaction and opportunities .72 .77 
Co-workers .54 .47 
 
 
Yiing and Ahmad (2009) administered the OCI instruments in a multicultural Malaysian 
setting, with the dimensions also exhibiting high internal consistency reliability. Other studies 
had validated the instruments used in the current study for operational management research 
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(Chen, 2004; Koberg & Chusmir, 1987; Shadur, Kienzle, & Rodwell, 1999). The individual 
sections of the questionnaire collected different variables; these are discussed below. 
4.3.1 Section A 
The demographic questionnaire, developed by the researcher, collected data on the gender, 
age, salary range, educational background, nationality, years of experience, location, and the 
size of PHCC.  
4.3.2 Section B  
The Organisational Culture Index (OCI), developed by Wallach (1983), consisted of 24 items 
classified into three dimensions of organisational culture: (a) Bureaucratic (8 items), (b) 
Supportive (8 items), and (c) Innovative (8 items). Each adjective-style item used a 4-point 
ordinal response scale, with the anchors ranging from 0 (Does not describe my organisation) 
to 3 (Describes my organisation most of the time). The dimensions were operationalized by 
summation of the scores for each item in each dimension of the index. Each dimension 
response score measured the perceived culture as bureaucratic, innovative or supportive. The 
highest score of any dimension indicated the dominant perceived culture. According to 
Ashkenazy et al. (2011), many researchers have used the OCI to assess organisational culture 
in practice. 
Wallach (1983) defined a bureaucratic culture as hierarchical, organised, systematic, and with 
clear lines of responsibility and authority. A bureaucracy was viewed as being vertically 
structured, orderly, procedural and highly regulated. The bureaucratic dimension in the 
instrument identified a power-oriented centralised culture characterized by a rigid structure, 
with relationships dominated by vertical channels of interactions between the leaders and the 
subordinates. In contrast, an innovative culture was defined as creative, results-oriented, with 
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challenging work environments. Innovativeness was viewed as creative, enterprising, risk-
taking and results-oriented. On the other hand, a supportive culture was defined as a work 
environment that was people-oriented, encouraging, trusting, and in which teamwork was 
evident. Supportiveness was characterised by equitable, sociable, trusting and collaborative 
relationships. 
The dimensions of the OCI were deemed applicable for the current study because the Arab 
health care ministries are described as bureaucratic (Hammad, Kysia, Rabah, Hassoun, & 
Connelly, 1999). Further, Al-Yahya (2009) highlighted the profound bureaucratic culture of 
public organisation in Saudi Arabia including the health sector. Alrabiyah and Alfaleh (2010) 
also described centralised power as a challenge for the Saudi MOH. The OCI instrument 
includes questions about the use of power in the organisation and it is consequences for the 
workers’ satisfaction.  
4.3.3 Section C 
The Leader Behaviour Description Questionnaire (LBDQ), developed by Stogdill (1963), 
consisted of 40 items, divided into the two dimensions of leadership behaviour: 
consideration, and initiating structure. Consideration refers to the leaders’ concern and 
respect for the subordinates, how they express their appreciation for good work, and stresses 
the importance of job satisfaction. Initiating Structure refers to the ability of the leader to 
initiate activity in the group; it also defines the way the work is to be done by establishing 
well-defined patterns and channels of communication. Each item consists of a statement with 
a 5-point response format ranging from 1 (Not at all) to 5 (A great deal). The two dimensions 
were operationalized by the summation of the item scores. 
Several instruments have been developed to evaluate leadership behaviour. The LBDQ is 
reputed to be one of the most reliable and popular; additionally, the instrument has been used 
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previously in the health setting (Lok, 1997). Hence, the LBDQ was deemed applicable for the 
current study. Initiating structure (or task behaviour) and consideration (or relationship 
behaviour) were reported, by Schriesheim and Kerr (1974), to be valid measures of 
leadership behaviour. A meta-analysis of data using the LBDQ leadership behaviours, 
conducted by Judge, Piccolo and Ilies (2004), provided support for the convergent validity of 
the dimensions of consideration and initiating structure. Their meta-analysis revealed 163 
independent correlations with consideration, and 159 independent correlations with initiating 
structure. Further, consideration was found to be strongly related to the satisfaction of the 
subordinates (leader satisfaction, job satisfaction), motivation, and leader effectiveness, while 
initiating structure was found to be strongly related to the leader’s job performance and the 
group-organisation performance. Other studies have concluded that both consideration and 
initiating structure are positively correlated with job satisfaction (Bare-Oldham, 1999; 
Kennerly, 1989).    
4.3.4 Section D 
The Job Satisfaction Survey (MMSS), developed by Mueller and McCloskey (1990), consists 
of 31 items related to the work environment. Each item was rated on a 5-point scale, ranging 
from 1 (Very dissatisfied) to 5 (Very satisfied). The MMMS measured eight dimensions of 
job satisfaction: extrinsic rewards, scheduling, family/work balance, co-workers, interaction, 
professional opportunities, praise/recognition, and control/responsibility. Misener, Haddock, 
Gleaton and Abu Ajamieh (1996) provided strong evidence that the MMSS is a reliable job 
satisfaction scale that can be used within different cultures. Importantly, the MMSS has been 
used before in the health care setting (Mueller & McCloskey, 1990), which justifies its use in 
the current study.   
 Chapter 4 Research Design and Methods 66 
4.3.5 Qualitative interview 
The qualitative data were collected through follow-up interviews of the sub set of the same 
participants who had completed the questionnaire; they had ticked the box on the information 
sheet indicating that they agreed to participate in the interview stage. The content of the 
interview questionnaire was grounded in the quantitative results from the first phase. This 
approach was taken because the goal of the qualitative phase was to explore and elaborate 
upon the statistical results. The open-ended questions were used to give an opportunity to the 
participants to express their answers about their working environment and to provide rich 
contextual information, based on their experience, within the work culture (Creswell, & 
Plano Clark, 2011; Neuman, 2011). The interview also allowed them to share their opinions, 
knowledge, and feelings (Creswell & Plano Clark, 2011). Hence, the current study used the 
qualitative approach to look for a detailed understanding of the problem. The qualitative 
questions were divided in four groups: primary health care culture; the behaviour of primary 
health care leaders; job satisfaction; and the relationships among the variables. 
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4.3.6 Phase I – Translation and validation of the instrument 
4.3.6.1 Process of instrument translation 
The aim of the questionnaire was to collect information from the participants to gain a database 
of relevant information. For this reason, the questionnaires needed to be clear, precise, and 
easily understandable (Rubin, Haridakis, & Piele, 2009). The questionnaire was written in the 
participants own language (Arabic) so that non-English speakers, and those who could not 
understand the English language, were able to participate in the research.  
The most common deficit in questionnaires usually involves their translation into 
other languages. Therefore, the translation process followed the steps of the WHO (2012) in the 
translation and adoption of the instrument from the well-known (English) material into another 
language (Arabic) (WHO, 2012). Figure 4.2 below depicts the three-step process for the  
translation and validation.  
 
Figure  4.2 Steps of WHO (2012) Translation and adoption of instruments 
Step 3: Pre-testing 
Validity  Reliabiltiy   
Step 2: Expert Panel and Cognitive Interviewing 
* Revison of translation by expert panel1 (English and the target language translation) 
* Group of Panal expert (Produce a complete translated version of questionnaire)  
* Back Translation (Independent translator) 
Step 1: Forward Translation 
First translation (Independent Professional Translator) 
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4.3.6.2 Forward translation 
The first step in the WHO translation and adoption of the instrument process was the translation 
of the questionnaire from English to Arabic; thence, the newly developed Arabic version was 
examined for cultural equivalency (WHO, (2012). The first translation was performed by a 
certified professional translator, who was knowledgeable of the English-speaking culture, but 
whose mother tongue was the Arabic language (See Appendix D). 
4.3.6.3 Expert panel (1) Identification and Modification  
The second step of the translation began with the choice of the bilingual expert panel: the 
researcher and three health care professionals who had experience in survey development and 
translation. The panel met on four separate occasions; at each meeting they went through all 
sections of the questionnaire, identifying and resolving unclear questions. Additionally, the 
panel revised and compared both the first translation and the earlier versions of the 
questionnaire. The panel identified a number of inadequate concepts in the first version of the 
translation, and determined the appropriate and accurate translation in terms of the word and the 
sentence.  
4.3.6.4 Expert panel (2) Assessment of Content validity 
The third step comprised the content validity assessment of the Arabic version. This was an 
important step as the content validity is central in drawing conclusions about the quality of the 
scale. To assist in this process, the content validity index (CVI), developed by Lynn (1986), was 
used to compute the relevance of the translated items. The researcher established the expert 
panel by contacting six panel members (two health care management specialists, one registered 
nurse, and three public health academic researchers). While this number exceeded the number 
(three) recommended by Lynn, the researcher and the panel members deemed it appropriate for 
the current study. Table 3.3 lists the panel of experts details, namely: their profession, content 
 Chapter 4 Research Design and Methods 69 
area for work, qualifications, and years of experience working in either the Saudi health system 
or the King Khaled University. Four members worked in the MOH Directorate General of 
Health Affairs in the Asir Region; two members worked in the King Khalid University.  
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Table  4.3 Panel experts’ details  
ID Profession Working area Qualification Years of 
experience 
1 Assistant Professor Head of Public 
Health 
 
PhD 18 
2 Senior Lecturer Lecturer of 
Public Health 
 
Master 16 
3 Senior Health care 
Administration Specialist 
 
MOH Master 21 
4 Senior Public Health 
Administration Specialist 
 
MOH Master 19 
5 Senior Health care 
Administration Specialist 
 
MOH Master 18 
6 Nursing Specialist MOH Bachelor 7 
Total average years of experience of expert panel 16 
 
The panel of experts was asked to rate, on a 4-point scale, each scale item, independently, in 
terms of the relevance of the Arabic Version. First, the representativeness domain was examined 
to test whether the items represented the domain of the content. Second, the clarity domain 
related to the applicability of the instrument’s expression and clarity. The panels member were 
asked to rate the potential scale items. Table 4.4 shows an example of the scale for rating the 
items of the questionnaire. The criteria used in rating the scale were sent with the questionnaire 
to the panel members in a process consistent with that suggested by Polit and Beck (2006). This 
method used a four point ordinal scale: (1) = Not at all representative/ clear; (2) = Somewhat 
representative / clear and item needs major revision; (3) = Mostly representative / clear and 
item needs minor revision; and (4) = Very representative / very clear. Additionally there was a 
column for each item and scale where the panel members could provide additional comments to 
assist the researcher to improve the content validity. 
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Table  4.4 Content validity scale example  
Item 
Representativeness Com
m
ents 
(1) 
Not at all 
representative 
(2) 
Somewhat 
representative 
(3) 
Mostly 
representative 
(4) 
Very 
representative 
Is easy to 
understand      
 Clarity  
Item 
(1) 
Not at all clear 
(2) 
Somewhat 
clear 
(3) 
Mostly 
clear 
(4) 
Very Clear  
Is easy to 
understand      
 
After each item was categorised, the criteria for the content validity estimation was interpreted. 
The items with a rating of one or two (i.e. unsatisfactory) were placed into category (1). The 
items with a rating of a three or a four (i.e. satisfactory) were placed into category (2). The panel 
members revised, appropriately, those items rated as needing a minor change. Within the context 
of the representativeness of the items, three items obtained a score of 83.3% representativeness, 
namely: (1) ‘Risk taking’; (36) ‘He does not wait for people under him to push new ideas’; and 
(12) ‘He offers new approaches to problems.’ The remaining items on the representativeness 
scale received a score of 100%. In relation to the clarity scale, 15 items (OCI: 1, 5, 6, 20, 21; 
LB: 14, 21, 23, 30; and MMSS: 3, 5, 7, 9, 26, 7) received a score of 83.3%. These items after a 
panel discussion were modified, and then included, in the final version, with the other remaining 
items, each of which had received a score of 100%.  
In summary, the content validity was supported, with an acceptable level of relevance. A 
number of items underwent minor modification to enhance their clarity and comprehension. 
Further, based on the suggestions from the panel members, the final average result achieved a 
satisfactory representativeness score of 99.5%. Additionally, the clarity result scored 97.5%, 
which showed a ‘high’ and ‘good’ agreement (see Appendix E).  
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4.3.6.5 Back translation 
The third step involved the back translation. The Arabic version was back translated into 
English by an independent translator. That version was then compared with the original English 
version to detect any discrepancies. The back translated instrument obtained an agreement 
outcome, and was remarkably similar to the original document (see Appendix F).  
4.3.7 Phase 2 -Pre-testing of reliability and validity 
The developed translated instruments were tested for their reliability and validity. The reliability 
assessment used internal consistency, spilt-half analysis, and test-retest, while the validity was 
evaluated against the criteria.  
4.3.7.1 Pilot study 
A small pilot study was undertaken to assess the clarity and understanding of the questions and 
instructions; it was also used to identify any procedural problems in the distribution and 
collection of the completed questionnaires. From the targeted population, the PHCC Wasat 
Abha, in the Asir Region, Saudi Arabia, was randomly selected out of 12 PHCCs in Abha city. 
This PHCC (or pilot centre) was excluded from the main study to avoid compromising the 
validity of the results due to participant familiarity with the instruments. To promote the pilot 
study, posters were placed inside the PHCC to recruit participants. The questionnaire was 
distributed to 36 PHC professionals, along with a plain sheet of paper for the professionals to 
write their comments and feedback about the questionnaire. A total of 28 questionnaires were 
returned. One questionnaire was incomplete, thus providing 27 usable questionnaires. The 
effective response rate for the pilot study was 75 percent. The average time to complete the 
questionnaire was 20-25 minutes. The participants were encouraged to write comments about 
the questionnaire’s clarity and other feedback which they thought might be useful for the 
researcher.  
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The feedback was given in relation to question 9 in the demographic section; it was related to 
the classification of the PHCCs. The overriding comment was that the participants were familiar 
with the notion of a classification level for the PHCC. This classification system, implemented 
in 2010, appears to have been instigated without any PHCC staff orientation. Thus, the 
researcher changed the question to another question w, that is, one about the size of the PHCC, 
based on the number of staff, to explore whether the size of the PHC centre affected the 
satisfaction and organisational culture of PHC professional. 
Interestingly, three participants commented, “it is good someone hears about our problems”, and 
that “these questions are talking about our situation and environment as you are living with us”. 
Importantly, the participants indicated that they did not experience any difficulty with rating the 
scale. Further, the instructions appear to have been written clearly as the participants were able 
to follow them correctly. Their comments indicated that the questionnaire was acceptable and 
readable. 
The data from the pilot study were analysed using the Statistical Package for Social Services 
(SPSS) for Windows (version 19). Testing the reliability was the first step or procedure used to 
evaluate the test/measurement; this test refers to the precision of the measurement and indicates 
the consistency of the measurement’s scoring procedure. Additionally, the spilt-half reliability 
test was performed to provide an estimation of the correlation (Thorndike, 2005)   
4.3.7.2 Demographic characteristics of pilot sample 
In terms of the demographic characteristics of the participants in the pilot study, over half 
were nurses (59.3%), one quarter were physicians (25.9%), and over one-tenth (14.8 %) were 
allied health professionals (see Table 4.5). 
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Table  4.5 Frequencies and percentages of respondents of Wasat Abha PHCC professionals 
Profession  Frequency Percent 
Nurses 16 59.3 
Physicians 7 25.9 
Allied health professionals 4 14.8 
Total 27 100 
 
 
The length of experience of the PHC professionals in the pilot study ranged from one year to 
over seven years. Table 4.6 give an overview of frequency distribution for the participants’ 
years of experience. Over half the of the participants had six or more years of experience in a 
PHC setting, while 3.7% had three years’ and four years’ experience, respectively. 
Table  4.6 Years of experience of respondents in pilot study in descending order of 
frequency and percentage 
Years of Experience  Frequency Percent 
Above seven years 9 33.3 
Six years 6 22.2 
One year 4 14.8 
Two years 3 11.1 
Five years 3 11.1 
Three years 1 3.7 
Four years 1 3.7 
Total 27 100 
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4.3.7.3 Reliability and correlation 
4.3.7.3.1 Cronbach's alpha (α)  
To ensure the stability of the instrument used for the scope of the study, a Cronbach’s alpha-
coefficient was calculated for each question in the questionnaire, as well as overall, to 
determine the study’s internal consistency.  The results of the analysis (Cronbach’s α = 0.93to 
0.96) indicated consistency for all sections (see Table 4.7). These results confirm the 
stability of the instrument as being very high, which strengthens the reliability of the 
questionnaire. Hence, the measurements and instruments used in the pilot study were deemed 
as suitable for use in the main study. 
Table  4.7 General alpha reliability statistics for each section of the questionnaire 
Sections N of Questions Cronbach's Alpha 
Section B: OCI 24 0.93 
Section C: LBDQ 40 0.96 
Section D: MMSS 31 0.94 
 
4.3.7.3.2 Split-half reliability  
The split-half reliability test was another measure used to determine the consistency of the 
instrument; it splits the score in two halves, and compares one with the other. Then it 
estimates the correlation between the two total scores; if the test is consistent, it is most likely 
to be measuring the same construct. All sections of the instrument were found to be 
consistent with same half of the section. Table 4.8 shows the three instrument split-half 
reliability. Therefore, the consistency, reliability, and correlations were found to be high 
and confirmed the estimate reliability of the study’s questions and survey. 
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Table  4.8 Split-Half Reliability of all sections of the study 
Sections SPSS Split No. of 
Questions 
Reliability Spearman 
Section B: OCI 1st first half Split 12 0.80 0.94 
  2nd second half Split 12 0.91 
Section C: LBDQ 1st first half Split 20 0.93 0.93 
 2nd second half Split 20 0.91 
Section D: MMSS 1st first half Split 16 0.86 0.88 
 2nd second half Split 15 0.93 
4.3.7.3.3 Correlation 
The correlation matrix of the OCI, Section B (see Table 4.9) showed the presence of several 
significant correlations at the level of alpha = .05 and above. While, two questions (5 and 11) 
did not reach statistical significance, the result of Cronbach’s alpha coefficients did not 
indicate a weakness for these questions. Therefore, the researcher included these two 
questions in the main study. 
Table  4.9 The correlation matrix of OCI, Section B 
Item Corr. Item Corr. Item Corr. 
Q1 0.51** Q9 0.71** Q17 0.58** 
Q2 0.68** Q10 0.63** Q18 0.82** 
Q3 0.51** Q11 0.13 Q19  0.71** 
Q4 0.56** Q12 0.56** Q20 0.52** 
Q5 0.14 Q13 0.81** Q21 0.69** 
Q6 0.59** Q14 0.77** Q22 0.77** 
Q7 0.76** Q15 0.63** Q23 0.76** 
Q8 0.79* Q16 0.63** Q24 0.74** 
Corr. Is (**) sig. at (0.01), Corr. Is (*) sig. at (0.05) 
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The correlation matrix of LBDQ, Section C of the instrument (see Table 4.10) shows the 
presence of several significant correlations of 35 items at the level of alpha = .05 and above. 
While five items (7, 19, 23, 28, 33) showed a non-significant correlation, the Cronbach’s 
alpha coefficients results indicated no weakness in these items. Therefore, the researcher 
included these questions in the main study. 
Table  4.10 The correlation matrix of LBDQ, Section C 
Item Corr. Item Corr. Item Corr. Item Corr. 
Q1 0.64** Q11 0.64** Q21 0.74** Q31 0.70** 
Q2 0.59** Q12 0.72** Q22 0.79** Q32 0.54** 
Q3 0.77** Q13 0.76** Q23 0.30 Q33 0.27 
Q4 0.64** Q14 0.57** Q24 0.40* Q34 0.76** 
Q5 0.65** Q15 0.65** Q25 0.72** Q35 0.82** 
Q6 0.74** Q16 0.5** Q26 0.51** Q36 0.55** 
Q7 0.38 Q17 0.74** Q27 0.69** Q37 0.55** 
Q8 0.75** Q18 0.78** Q28 0.07 Q38 0.60** 
Q9 0.71** Q19 0.13 Q29 0.82** Q39 0.74** 
Q10 0.64** Q20 0.73** Q30 0.73** Q40 0.78** 
Corr. Is (**) sig. at (0.01), Corr. Is (*) sig. at (0.05) 
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The correlation matrix of the MMSS (Section D) instrument (see Table 4.11) revealed the 
presence of several significant correlations for 28 items at the level of p <0.05 (*) and above. 
While three items (2, 8, and 14) were not statically significant, 
the alpha Cronbach coefficients did not indicate any weakness in the questions. The 
researcher therefore included these questions in the main study. 
Table  4.11 The correlation matrix of MMSS, Section D 
Item Corr. Item Corr. Item Corr. 
Q1 0.58** Q11 0.80** Q21 0.73** 
Q2 0.29 Q12 0.66** Q22 0.87** 
Q3 0.60** Q13 0.56** Q23 0.79** 
Q4 0.46* Q14 0.19 Q24 0.68** 
Q5 0.53** Q15 0.60** Q25 0.64** 
Q6 0.61** Q16 0.41* Q26 0.74** 
Q7 0.61** Q17 0.59** Q27 0.73** 
Q8 0.33 Q18 0.57** Q28 0.71** 
Q9 0.64** Q19 0.62** Q29 0.58** 
Q10 0.50** Q20 0.64** Q30 0.64** 
    Q31 0.77** 
Corr. Is (**) sig. at (0.01), Corr. Is (*) sig. at (0.05) 
 
From the results of the correlations it is clear that most questions showed a high level of 
significance, with the most abstract level  being (0.01) (**), as shown in Tables 4.9, 4.10, and 
4.11. Therefore, the results confirm that the research tool has the appropriate level of 
psychometric properties and, therefore, is deemed appropriate for use in the current study. 
The internal consistency coefficients (correlation) between the total score for 
each axis and the total score for the instrument of the study ranged from 0.87 ** to 0.91 ** 
(see Table 4.12), all of which function at the level of significance of (0.01) (**). The 
result emphasises the strength of the study questionnaire. 
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Table  4.12 The internal consistency coefficients of each section and the total score for the 
study survey 
Sections No. of Items Correlation with Grand Total 
B (OCI) 24 0.89** 
C (LBDQ) 40 0.91** 
D (MMSS) 31 0.87** 
Corr. Is (**) sig. at (0.01)    
These results establish the overall stability of the instrument, given its high level of internal 
consistency and reliability. Therefore, the instrument was deemed suitable for the final study. 
Further, it was expected to give the same results in any similar environment, that is, in terms 
of time and place. 
4.3.7.4 Criterion validity 
Criterion validity is the degree to which the results predict what it is being measured and that 
it is theoretically similar (American Educational Research, 1999). Hence the assumption 
underlying the current study was that: “Organisational cultures were significantly (positively) 
correlated with leadership behaviour and job satisfaction, and leadership behaviour was 
significantly (positively) correlated with job satisfaction” (Tsai, 2011, p. 89). Hence, it was 
expected that the OCI and LBDQ would be a predictor on the job satisfaction scale. The 
higher the correlation, the better the test (Thorndike, 2005). 
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4.4 Data collection  
The data collection proceeded in four stages, as follows. First, the quantitative data were 
collected by administering the questionnaire among a stratified random sample of N = 650 
PHCC professionals. Second, the first qualitative data were collected by face-to-face 
interviews with a sample of the participants who had ticked the agreement box on the 
information sheet distributed with the questionnaire. Third, a focus group session was the 
second qualitative data collection; it was held with a sample of DGHA leaders who hold a 
high authority position in the Asir Region. The aim of this session was to discuss the best 
ways to improve the PHCC environment and management, and to inform the design of the 
new managerial framework. 
4.4.1 Recruitment of participants 
For the study to be successful and to recruit as many participants as possible, the cooperation 
of the Directorate General of Health Affairs (DGHA) was critical. Thus, in preparation for 
the quantitative study and for the visits to the PHCCs, contact was made with the DGHA of 
Public Health Administration (PHA) in Asir, the administrative authority of the PHC 
facilities in that whole region. The DGHA was most cooperative, and provided the researcher 
with a list of the sectors, identified the PHCCs names, which showed the staff numbers in 
each PHCC. This list was used to calculate the required study sample size and to determine 
the appropriate number of surveys for each PHCC. The researcher held three meetings with 
the PHA and technical supervisors. At the first meeting, a brief talk was given about the 
research, including its aim and objectives, as well as the data collection process. The second 
meeting related to the sample and questionnaire distribution. The final meeting tied all 
aspects of the study together and enabled the distribution of 650 questionnaires (based on the 
schedule in Appendix G). From the meeting it became clear that there were geographical 
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difficulties for the researcher himself in being able to reach all the PHCCs. Therefore, the 
researcher conducted training sessions for 20 technical supervisors who would stand-in for 
the researcher at 20 of the sectors. 
The training sessions covered the aim and objectives of the research, the strata of the sample, 
and the results of randomisation, as well as the need to maintain participant confidentiality 
and to avoid bias. The researcher also emphasised the requirement that the technical 
supervisors conduct training sessions at each centre that participated in the study.  
The supervisors’ short information training sessions outlined, to the participants, the 
significance and aim of the study, and the purpose and content of the questionnaire. The 
session was supported by an information sheet, which further explained the research and the 
voluntary nature of the participation. The sheet also provided the researcher’s contact details 
and explained how confidentiality would be maintained. The return of the completed 
questionnaire was accepted as an indication of the participants’ consent to participate in the 
study.      
4.4.2 Administration of instrument  
The instrument was distributed and organised in cooperation with the PHA in the Asir region. 
Each participant was given a copy of the four sectioned (demographic, organisational culture, 
leadership behaviour, job satisfaction) questionnaires, as well as a return self-addressed 
stamped envelope. The researcher used a paper format rather than an online survey because 
of access barriers, namely, the lack of Internet services in remote Saudi areas. The time to 
complete the survey by the participant was approximately 20-25 minutes; once completed the 
instrument was posted to the researcher, usually occurring within one month of the initial 
receipt. At the end of this period, a courtesy reminder letter was sent to each PHC sector for 
those PHC professionals who had forgotten to return the questionnaire. 
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4.4.3 Data coding and cleaning 
4.4.3.1 Coding and Entering Data 
In the first step, before the analysis, the data were checked for accuracy and completeness by 
preparing and screening the data. This process involved coding and entering, as well as the 
careful examination of the data. In addition, some of the collected data were numerically 
coded to ensure its suitability for computer analysis (Pallant, 2011). Thus each completed 
returned questionnaire was given a code, and converted into a format suitable for computer 
analysis.  
4.4.3.2 Data processing errors 
The potential errors were minimised during the data processing and preparation stage to 
ensure that the converted data from the questionnaires, into the computer software package 
format, was accurate (Pallant, 2011). Once the quantitative data were entered and cleaned for 
typographical errors and consistency, it was checked for inconsistent responses across the 
questions; this became the last level of dataset cleaning. Finally, to detect if there were any 
coding errors and to eliminate them, the data were checked by listing all the values for all the 
variables in the dataset to a frequency table for categorical variables and for descriptive 
continuous variables.  
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4.5 Ethical considerations 
Ethical permission to conduct the study was obtained from the QUT Human Research and 
Ethics Committee (Approval number 1200000295) (see Appendix H). Saudi MOH ethical 
approval was obtained through the Institutional Review Board (IRB) at King Fahad Specialist 
Hospital, Dammam (MOH017-EXP99) (see Appendix I). The researcher was also granted 
permission to use the premises of the Directorate General of Health Affairs, Asir region, Saudi 
Arabia (Approval number 61871/1/50) (see Appendix J). In addition, consent for participation 
was obtained from the PHCC professionals involved in the study. All the collected data were 
treated with the utmost confidentiality, with the data being reported upon in an aggregate way so 
that the identity of the individual participants was not revealed. The prospective participants 
were advised that they were free to withdraw from the study at any time, without prejudice or 
consequences of any kind. No names were recorded on the questionnaire, which was sealed by 
the participant in an individual envelope upon completion and before collection. The 
participants were not personally identified in any publication or report arising from the study. 
The Australian National Health and Medical Research Committee (NHMRC) Act (2007) was 
adhered to at all times. To ensure additional security and confidentiality, the research materials 
were stored locked, in the home of the researcher. The computer data were stored and password-
protection, while backup copies were kept on CDs in locked filing cabinets. As required by the 
Queensland University of Technology, the questionnaires and coded information were, and will 
be, kept under strict security, at all times, by the researcher, being stored for the required period 
of five years, and then destroyed. 
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Chapter 5 Method of Analysis  
Chapter five presents a discussion about how the data were analysed for the two phases of the 
sequential explanatory mixed methods approach. It explains the structure, and the specific 
analytical techniques applied. The first phase outlines the quantitative data analysis of the 
survey; the second phase explains the steps used in the qualitative analysis for the semi 
structured interviews of the PHC professionals, and the focus group comprised of the DGHA 
leaders. 
5.1 First phase: Quantitative data analysis  
The survey responses were entered into the data editor of the IBM Statistics Package for the 
Social Sciences (SPSS) version 20.0. Next, a statistical analysis of the demographic 
characteristics of the participants and their responses to the OCI, LBDQ, and MMSS was 
undertaken. The data were screened and cleaned because of the inclusion of missing values 
(i.e. the items with no responses, which were initially recorded as blanks in the data matrix); 
these values could, potentially, have biased the results of the statistical analysis. The missing 
values were found among 21 of the 30 item scores; they represented 3.8% of the total number 
of responses. For a more robust analysis, the missing values were imputed with the mean 
score for the corresponding item. The mean is one of the most popular ways of replacing 
questionnaire scores (Hair, Anderson, Babin, Tatman, & Black, 2010).  
The next four stages of the quantitative data analysis aimed to provide the statistical evidence 
to address the four research questions and to test the associated hypotheses, as described in 
the following paragraphs.  
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5.1.1 Research questions (RQ) 
The quantitative data analysis was guided by the following four questions: 
 RQ#1:  Can reliable variables be operationalized using the questionnaire item scores 
provided by professionals working at primary health care centres (PHCCs)? 
 RQ#2: What are the effects of the demographic factors of the professionals working 
at PHCCs on the measures of job satisfaction and organisational culture? 
 RQ#3: To what extent does leadership behaviour and organisational culture explain 
job satisfaction among professionals working at PHCCs? 
 RQ#4: To what extent does organisational culture explain leadership behaviour 
among professionals working at PHCCs?   
5.1.2 Hypotheses 
For almost a century, statistical inference was dominated by Neyman and Pearson's 
dichotomous decision rule, based on the testing of null vs. alternative hypotheses (Huberty & 
Pike, 1999). Traditionally, a null hypothesis may be rejected and an alternative hypothesis 
may be supported, if the frequentist probability (p-value) of a computed inferential test 
statistic is less than a prescribed threshold (usually α = .05); this outcome is conditional upon 
the data not violating the theoretical assumptions of the computational procedure. The 
longevity and the widespread popularity of the Neyman-Pearson rule does not, however, 
imply that it is sacrosanct. In the last twenty years, much literature has been published 
challenging the testing of the null and alternative hypotheses. Many researchers (Baguley, 
2008; Gigerenzer, 2004; Glaser, 1999; Hunter, 1997; Kline, 2004; Nickerson, 2000; Nix & 
Barnette, 1998; Sterne, Cox, & Smith, 2001) have suggested that this method should be 
banned, abandoned, or at least reduced in importance. Indeed, the Neyman-Pearson model is 
used rarely because:  
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(a) a null hypothesis claiming that there is no relationship among two or more variables is 
nearly always incorrect because, in reality, there is usually some relationship, even though it 
may be small (Cohen, 1994);   
(b) the failure to reject a null hypothesis, and the lack of support for an alternative hypothesis, 
is not sufficient evidence to conclude that the hypothesised relationships are absent; it only 
implies that judgment must be suspended (Alderson, 2004);   
(c) a p-value can only provide conditional evidence, on a continuous scale from 0 to 1, to 
indicate the extent to which the observed set of data are possibly caused by chance; however, 
whether or not the p-value is above or below an arbitrary threshold, such as α = .05, does not 
provide any evidence whatsoever to determine the effect size, or whether or not the 
relationships among the data are sensible and meaningful (Ferguson, 2009; Thomas, Salazar, 
& Landers, 1991; Vacha-Haase, 2001);  
(d) it is not logically possible to prove that an alternative hypothesis is true, because any one 
of an infinite number of other alternative hypotheses may be possible, not just the one 
hypothesis specified by the researcher (this is termed the "illusion of theory confirmation" 
(Lindsay, 1995, p. 35);   
(e) in frequentist statistics the p-value is a function of the sample size, such that it becomes, 
automatically, smaller when the sample size is larger. For example, if Pearson’s correlation 
coefficient is .5 and the sample size is small (N= 10), then the null hypothesis of zero 
correlation is not rejected  (p > 0.05); in contrast, if the sample size is large (N = 100), then 
the null hypothesis is rejected (p < 0.001). Consequently, because a low p-value is obtained 
using a large sample, it does not automatically imply that the test result has meaningful 
implications (Hubbard, & Lindsay, 2008);   
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(f) it is a common misconception that a frequentist p-value measures the probability of a 
hypothesis being true or false, when in fact (unlike the concept of probability used in 
Bayesian statistics) it does not do so (Huck, 2012); and  
(g) the rejection of a null hypothesis does not imply that the test results are reproducible (this 
is termed the "replication fallacy") (Falk & Greenbaum, 1995, p. 75). 
The "final collapse of the Neyman-Pearson decision theoretical framework" has led to a 
paradigm shift (Hurlbert & Lombardi, 2009, p. 311); hence, many researchers no longer test 
null vs. alternative hypotheses. As new generations of researchers become increasingly more 
frustrated by “the survival of a flawed method” (Krueger, 2001, p. 16), the testing of null 
versus alternative hypotheses is becoming obsolete. For all these reasons, the null and 
alternative hypotheses were not formally applied to underpin the current study. Instead, the 
modern approach to defining and testing hypothesized relationships, without specifying null 
and alternative hypotheses, was applied. Accordingly, the hypothesized relationships among 
the variables collected in this study can be defined conceptually by a schematic diagram (see 
Figure 5.1). 
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 5 Schematic diagrams of the hypothetical relationships between the variables 
 
Based upon this conceptual framework, the research hypotheses (H#1-4), tested here, were as 
follows: 
Hypothesis1 (H#1): Reliable variables to measure organisational culture, leadership 
behaviour, and job satisfaction can be operationalized from the questionnaire item scores 
provided by the professionals working at the PHCCs.  
Hypothesis 2 (H#2): Demographic factors explain a significant proportion of the variance in 
job satisfaction and organisational culture among the professionals working at the PHCCs. 
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Hypothesis 3 (H#3): Leadership behaviour and organisational culture may explain a 
significant proportion of the variance in job satisfaction among professionals working at the 
PHCCs 
Hypothesis 4 (H#4): Organisational culture explains a significant proportion of the leadership 
behaviour among professionals working at the PHCCs. 
 
The analysis of the quantitative data was based on, and guided by, the conceptual framework 
to address the research questions and hypotheses. The sequence of the analysis, therefore, 
involved four phases: (1) the operationalization of the reliably measured variables that can be 
analysed statistically; (2) confirmatory factor analysis and reliability analysis; (3) analysis of 
variance to identify the effect of the nine demographic variables on the mean scores of job 
satisfaction and organisational culture; and (4) multiple regression, structure equation 
modelling, and PLS path modelling to test H#3and H#4. 
5.1.3 Operationalization of variables 
The operationalization of the variables involved converting the components of the conceptual 
model into reliably measured variables that could be statistically analysed (Allen & Yen, 
2002). The demographic variables and the value labels used to define the demographic 
characteristics of the respondents were: gender, age, nationality, language, education, 
location of PHCC, profession, experience, and size of PHCC (see Table 5.1).   
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Table  5.1 Categorical Demographic Variables 
 
Characteristic Measure Category Value label 
Gender Nominal Female 0 
Male 1 
Age Ordinal 20-28 1 
29-40 2 
>40  3 
Nationality Nominal Non-Saudi 0 
Saudi 1 
Language Nominal Arabic 0 
Non-Arabic 1 
Education Nominal High School 1 
Health Science Diploma 2 
Higher Health Science Diploma 3 
Bachelor Degree 4 
Postgraduate Diploma 5 
Master Degree 6 
Undertaking Degree 7 
Other 8 
Location of 
PHCC 
Nominal Urban 1 
Rural 2 
Profession Nominal Physician 1 
Nurse 2 
Allied Health 3 
Experience Ordinal 1 year 1 
2 years 2 
3 years 3 
4 years 4 
5 years 5 
6 years 6 
≥ 7 years 7 
Size of PHCC Ordinal 1-10 staff 1 
   11-20 staff 2 
21-30 staff 3 
31-40 staff 4 
41-50 staff 5 
≥ 50 staff 6 
 
The three variables and their dimensions extracted from the questionnaire consisted of up to 
15 item scores, operationalized using 85 item scores (Table 5.1). There were eight 
dimensions of job satisfaction (control and responsibility, scheduling, interaction and 
opportunities, professional opportunities, extrinsic, co-workers, praise and recognition, and 
balance of family and work), two dimensions of leadership behaviour (consideration and 
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initiating structure), and three dimensions of organisational culture (innovative, supportive, 
and bureaucratic) measured at the scale/interval level.   
Table  5.2 Scale/Interval Level Variables 
 
Variable  SPSS 
Name 
Dimensions  of the 
Variable 
SPSS Name  Items 
Job Satisfaction 
JOBSAT 1. Control and 
responsibility 
COAR 5 items: d22, 
d23, d29, d30, 
d31 
2. Scheduling SHED 6 items: d4, 
d5, d6, d8, d9, 
d10 
3. Interaction and 
opportunities 
INOP 4 items: d16, 
d17, d18, d19) 
4. Professional 
opportunities 
PROP 4 items: d20, 
d21, d27, d28 
5. Extrinsic EXTR 3 items: d1, 
d2, d3) 
6. Co-workers COWS 2 items: (d14, 
d15) 
7. Praise and 
recognition 
PRAR 4 items: d13, 
d24, d25, d26 
8. Balance of family 
and work 
BOFW 3 items: d7, 
d11, d12 
Leadership Behaviour 
LEBEV 1. Consideration CONS 15 items: c1, 
c3, c5, c8, 
c13, c17, c18, 
c20, c22, c26, 
c29, c35, c36, 
c39, c40 
2. Initiating structure INST 15 items: c2, 
c4, c6, c7, c9, 
c10, c11, c14, 
c16, c19, c21, 
c24, c25, c31, 
c37 
O
rganisational C
ulture 
ORGAN 1. Innovative    INNO 8 items: b1, 
b6, b7, b11, 
b13, b18, b19, 
b23 
2. Supportive    SUPP 8 items: b2, 
b5, b8, b9, 
b15, b16, b17, 
b22 
3. Bureaucratic   BURC 8 items: b3, 
b4, b10, b12, 
b14, b20, b21, 
b24 
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The simplest method for the operationalization process was to add up the scores for the items 
that constituted each variable. The more complex methods of operationalization, also used in 
this study, included the extraction of the latent variables from the item scores using principal 
components factor analysis. Before the variables were operationalized, the item scores were 
screened for missing values, and then they were recorded in the SPSS data editor as blank 
cells. A total of 1569 missing values were recorded, presumably because the respondents 
failed to provide the responses. The total number of respondents was 550. As noted 
previously, there were 85 items in the questionnaire, so the proportion of the missing values 
was 1569/(550 x 85) = 3.4%, representing a valid response rate of 96.6%.    
The variables, however, could not be accurately operationalized by compositing the scores 
when the missing values were included as zeroes. Furthermore, multivariate analysis could 
not be conducted when there were blanks in the data matrix. Consequently, each missing 
value was imputed with the mean score for the corresponding item using the "Transform - 
Replace Missing Value" option in SPSS. If there were no systematic patterns in the missing 
values, and the variables were approximately normally distributed, then imputation with the 
mean scores was deemed not to bias the results (Hair et al., 2010; Tabachnick & Fidell, 
2007). 
5.1.4 Factor analysis and reliability analysis (H#1) 
Confirmatory factor analysis and reliability analysis were conducted to test H#1, as well as to 
determine if the eight dimensions of satisfaction, the two dimensions of leadership behaviour, 
and the three dimensions of organisational culture were consistently measured unifying 
constructs (Hair et al., 2010; Tabachnick & Fidell, 2007). The criteria for the assessment of 
reliability were: (a) the loading coefficients computed using principal components factor 
analysis; all the items included in each dimension had to be very strong (≥ .6); (b) the total 
variance explained by all of the items included in each dimension had to be at least 50%; and 
 Chapter 5 Method of Analysis 94 
(c) the Cronbach's alpha coefficient for all items specified in each dimension had to be ≥ .6 
(Chin, 1998). High positive values (> .6) of the loading coefficients and Cronbach's alpha 
indicated that the items were significantly inter-correlated, contributed substantially to their 
corresponding dimensions, and were measured in the same logical direction. The items with 
the negative loadings were reverse scored so that they could be measured in the same logical 
direction as all the other items. The items with relatively weak factor loading coefficients (< 
.6) were deleted, as they compromised the reliability of the dimension. 
5.1.5 Analysis of variance (H#2) 
The composite variable job satisfaction was operationalized by adding up the item scores: i.e. 
Control and Responsibility + Scheduling + Interaction & Opportunities + Professional 
Opportunities + Extrinsic + Co-workers + Praise & Recognition + Balance of Family & 
Work. The composite variable organisational culture was operationalized by adding up the 
scores for Innovative + Supportive + Bureaucratic. The effects of the nine demographic 
variables ((1) Gender; (2) Age; (3) Nationality; (4) Language; (5) Education; (6) Location of 
PHCC; (7) Profession; (8) Experience; and (9) Size of PHCC) on the mean scores for job 
satisfaction and the mean scores for organisational culture were evaluated using Analysis of 
Variance (ANOVA). H#2 was supported when the F (variance ratio) statistic was significant 
at α = .05. The effect sizes, reflecting the proportions of variance explained, were provided by 
Eta2. The theoretical assumption of ANOVA, that the variances were homogeneous, was 
supported when p > .05 using Levene's test (Field, 2009).    
5.1.6 Multiple regression analysis (H#3 and H#4) 
The multiple linear regression analysis, based on ordinary least squares (OLS), was 
considered to be a possible method to test H#3 and H#4. However, the analysis is one of the 
most misused methods of statistical analysis because, in practice, the data frequently violates 
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its many theoretical assumptions; hence, the results are often compromised (Allison, 1999; 
Chatterjee & Hadi, 2006; Cohen, Cohen, West, & Aiken, 2003). 
One of the most serious violations is collinearity, meaning that the predictor variables are not 
independent, but are inter-correlated, to a large extent. The consequence of collinearity is the 
inflation of the variances. When extensive collinearity occurs, the variances are so far away 
from their true values that the standard errors and signs of the regression coefficients, the t 
statistics, the F statistics, the p values, and the R2 values, are biased, resulting in erroneous 
statistical inferences. Collinearity is a major problem when the research purpose, as in the 
current study, includes explanatory modelling, because it is impossible to evaluate the 
relative importance of all the predictor variables. A poorly specified multiple regression 
model, that carries mutually co-dependent predictor variables, provides a highly distorted 
explanation of the relationships that a researcher is attempting to explore. 
To-date, there is no irrefutable objective test to determine the extent to which collinearity is 
deleterious in a multiple regression model. The simplest way to evaluate collinearity is to 
determine whether the matrix of Pearson's correlation coefficients between the predictor 
variables includes high values (e.g. r > 0 .7). However, some researchers suggest that the 
correlation coefficients should be at least .8 or even .9 before collinearity is indicated 
(Tabachnick & Fidell, 2007). The variance inflation factor (VIF) is the most commonly used 
measure of collinearity when performing multiple regression analysis using SPSS (Field, 
2009). As there are no formal criteria for interpreting the VIF values, some researchers 
suggest, simplistically, that the VIF should not be greater than 5, or they suggest the even 
more relaxed criterion that the VIF should not be more than 10 (Hair et al., 2010). Other 
statisticians recommend that the VIF should not be higher than 2.5 (Allison, 1999). Either 
way it is problematic to use a simple "rule of thumb" to evaluate collinearity (O’brien, 2007). 
The regression statistics in every model are unique and, therefore, need to be interpreted 
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accordingly. Thus, it is important to determine if collinearity causes bias in the t statistic (i.e. 
the regression coefficient divided by the standard error) because the t statistic is used to 
determine if a regression coefficient is significantly different from zero. The square root of 
the VIF indicates how much larger the standard error is, compared to what it should be if the 
collinear variables had not been correlated. In a very weak regression model, where the 
regression coefficients are very small in magnitude, the t statistics and the p-values may be 
biased, even if the VIF is 2.5 (i.e. when the standard error is only about 1.6 times greater than 
it should be). In a powerful regression model, however, where the regression coefficients are 
of a very large magnitude, then the inflation of the standard errors may not, substantially, bias 
the t statistics and p-values.  
The second commonly violated assumption of multiple linear regressions is homoskedacity, 
or the homogeneity of variance. A plot of the residuals (the differences between the predicted 
and the observed values) versus the predicted values must not display heteroskedacity, 
reflected by a regular geometric pattern (e.g. a wedge, diamond, or V shape). The residuals 
must be randomly distributed either side of their mean (zero) value. Heteroskedacity is a 
major concern, because it invalidates the statistical tests of significance which assume that the 
variances are uncorrelated and do not vary systematically with respect to the effects being 
modelled. Further, heteroskedacity, like collinearity, causes the standard errors to be biased, 
so that the statistical inferences are erroneous and, therefore, the results may be meaningless.  
5.1.7 Structural equation modelling (H#3 and H#4) 
Structural Equation Modelling (SEM) using AMOS software was also considered to be a 
potential method for testing H#3 and H#4. SEM is a more sophisticated approach than 
multiple linear regressions, as it can be used to construct much more complex explanatory 
models, including multiple latent variables. The latent variables (not measured by the 
researcher) were operationalized from the indicator variables (measured by the researcher) by 
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the use of factor analysis. The key assumptions of SEM are: (a) an extremely large sample 
size; (b) a valid specification of the model; (c) reliably measured normally distributed 
indicator variables, measured at the scale/interval level; and (d) that the data fit a predefined 
model, indicated by goodness of fit statistics (Kline, 2010). 
The sample size requirements for SEM are extremely stringent. Westland (2012) suggested 
that over 80% of research articles based on the use of SEM drew false conclusions due to 
their having insufficient sample sizes. It is generally recommended that there should be a 
minimum of 10 cases for each measurement to conduct SEM effectively (Kline, 2010). In the 
current study 85 item scores were included in the analysis, as shown in Table 4.14. Therefore, 
the ideal sample size for SEM should be 850 respondents (i.e. 300 more than the sample size 
used in the study). Therefore, SEM could draw false conclusion if applied.  
SEM is generally viewed as a confirmatory approach, and it is used to test the goodness of fit 
of a set of indicator variables against a well-defined model with previously established 
validity and a definite reliable structure. Further, SEM is a premature and inappropriate 
method of analysis if, as in this study, the approach is mainly exploratory; this was the case in 
the current study as there was limited empirical or theoretical knowledge and understanding 
of the structure of the model being tested (Kline, 2010). Therefore, the use of SEM was not 
entirely justifiable in the current study because the approach was exploratory and not 
confirmatory. Although the model of the relationships between the demographic factors, job 
satisfaction, organisational culture, and leadership behaviour was described conceptually in 
Figure 4.3, it was not well specified in mathematical/statistical terms before the start of the 
study. 
Additionally, SEM is not very robust. AMOS often fails to converge on a meaningful 
solution if the data are not measured at the scale/interval level and if the data deviate from 
normality (Hair et al., 2010). When the data are restricted to a narrow range of ordinal scores 
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then SEM may fail. For this reason, when the ordinal variables are used with SEM, they 
should contain at least five categories (Kline, 2010). The data in this study violated the 
theoretical assumptions of SEM, because the item scores, used to measure organisational 
culture, contained only four categories (0, Not; 1, A little; 2, A fair amount; 3, Most of the 
time).  
5.1.8 PLS Path Modelling (H#3 and H#4) 
PLS path modelling was considered to be a potential method to test H#3 and H#4, because it 
is a logical alternative if multiple regression or SEM fails to produce a meaningful solution 
(Hair et al., 2010). Further, PLS path modelling has become increasingly more popular in the 
last decade, particularly for business and marketing research (Anderson & Swaminathan, 
2011; Henseler, Ringle, & Sinkovics, 2009; Temme, Kreis, & Hildebrandt, 2006; Wetzels, 
Odekerken-Schröder, & van Oppen, 2009). The analysis is also popular in public health 
research, and has been used extensively to construct models of organisational cultures in the 
health care settings. Similar to the current study, these include models based on questionnaire 
data collected from health care settings (Gallos, Daskalakis, Katharki, Liaskos, & Mantas, 
2011; Hsu, Chang, Huang, & Chiang, 2011; Liu, 2011; Tsang, Chen, Wang, & Tai, 2012; 
Ziersch & Baum, 2004). The main reasons for using PLS path modelling, in preference to 
MLR, in the current study, are outlined in Table 5.3, while the main reasons for using it in 
preference to SEM are outlined in Table 5.4.  
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Table  5.3 Comparison of Multiple Linear Regression vs. PLS Path Modelling 
 
Multiple Linear Regression PLS Path Modelling 
Only one dependent/criterion 
variable  
Unlimited number of 
dependent/criterion variables 
Assumes that the dependent/criterion 
variable is measured at the 
interval/ratio level 
Minimal assumptions about the 
measurement characteristics of the 
dependent/criterion variables 
Assumes that the dependent 
/criterion variable is normally 
distributed 
Minimal assumptions about the 
distributional characteristics of the 
criterion/dependent variables 
Restricted number of 
independent/predictor variables 
Unlimited number of 
independent/predictor variables 
Assumes that the 
independent/predictor variables are 
not collinear (not correlated with 
each other) 
Collinearity between the 
independent/predictor variables is 
tolerated 
Collinearity inflates the standard 
errors of the regression coefficients 
Collinearity does not inflate the 
standard errors of the regression 
coefficients 
Assumes that the variance in the 
dependent variable is homogeneous 
across all the  predictor variables 
Homogeneity of variance is not 
assumed 
Assumes that the variance is 
partitioned into the explained 
variance (due to the regression) vs. 
the unexplained variance (due to 
sampling error)  
The variance is not partitioned. 
Assumes that all the variance is 
useful, and can be explained 
Assumes that the residuals 
(differences between the observed 
and predicted values) are normally 
distributed either side of their mean 
(zero) value 
No residuals are computed 
Type II errors (incorrect testing of 
the null hypotheses) may occur if the 
sample size is too small 
Type II errors are not problematic 
because the sample size is assumed 
to be the whole population 
Power analysis is necessary to 
determine the minimum sample size 
required to avoid Type II errors 
Power analysis is not required to 
determine the minimum sample 
size  
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Table  5.4 Comparison of SEM vs. PLS Path Modelling 
SEM  PLS path modelling  
The focus is on the strength of 
conformity of the model with the data 
to explain the relationships between the 
variables 
The focus is on predicting the relationships, 
and not explaining the relationships, between 
the variables 
Assumes a multivariate normal 
distribution of variables measured at the 
scale/interval level. Even small 
departures from multivariate normality 
can compromise the statistical 
inferences 
No restrictions on the measurement or 
distributional characteristics of the variables 
Extracts information from the 
covariance matrix. Comparing 
variances and covariances is central to 
SEM  
Does not extract information from the 
covariance matrix 
Maximum likelihood estimation (MLE) 
is commonly used to fit the data to the 
model. MLE is based on maximizing 
the probability that the observed 
covariances are drawn from a 
population assumed to be the same as 
that reflected in the coefficient 
estimates 
Does not use MLE to fit the data to the 
model  
The SEM process centres around two 
steps: validating the “measurement 
model”, and testing the goodness of fit 
of the “structural model” 
The process centres around two steps: 
validating the” measurement model”, and 
interpreting the “structural model”  
Assumes that the variance in the 
structural model can be partitioned into 
the explained variance and the 
unexplained variance (residual error)  
Assumes that all the variance is useful, and 
can be explained. No concern for residual 
error  
The data must fit a predefined model, 
indicated by goodness of fit statistics. 
Goodness of fit tests determine if the 
model being tested should be accepted 
or rejected 
No predefined model is assumed, and no 
goodness of fit statistics is used to determine 
if the model should be accepted or rejected 
Acceptable goodness of fit measures are 
used to indicate convergent validity  
No goodness of fit measures are used to 
indicate convergent validity 
Discriminant validity is indicated by No modification index coefficients are 
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modification index coefficients  computed to indicate discriminant validity 
Requires a large sample size (at least 10 
to 20 cases for each measurement) 
Does not require a large sample size (no 
minimum number of cases for each 
measurement) 
Often fails to converge upon a solution, 
especially if the sample size is too 
small, and/or the variables contain a 
small number of values (e.g. ordinal 
measures with less than five ranks); 
methodological problems arise in 
comparing variances and covariances 
Never fails to converge upon a solution, even 
if the sample size is very small, and the 
variables contain a small number of values  
 
 
PLS path modelling, in the same way as SEM, involves two stages: first, the construction of a 
measurement model (i.e. the computation of the latent variables from the indicator variables 
using factor analysis); and, second, the interpretation of the structural model (i.e. the 
relationships between the latent variables). Each latent variable is assumed to consist of one 
factor. Unlike SEM, however, PLS path modelling is generally viewed as an exploratory 
rather than a confirmatory method, implying that it is often used, as in the current study, to 
develop new models rather than to test hypotheses about the goodness of the fit of the data to 
existing models. There are no goodness of fit statistics in PLS path modelling. The main 
assumption of PLS path modelling, nonetheless, is that the latent variables are reliably 
measured (i.e. that the indicators are strongly inter-related to define a uni-dimensional factor, 
or unifying concept), and that each factor exhibits convergent validity (i.e. a high proportion 
of the variance is explained). Unlike SEM, however, PLS path analysis is robust, meaning 
that it can operate simultaneously on a large number of variables, with minimal assumptions 
about their distributional or measurement characteristics. PLS path modelling techniques 
rarely fail to produce a solution, mainly because PLS modelling is not restricted by violations 
of the theoretical assumptions of MLR and SEM. For these reasons, PLS path modelling has 
been described as “a magic bullet” (Hair, Ringle, & Sarstedt, 2011).  
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Smart-PLS (Ringle, Wende, & Will, 2005) was used to construct the PLS path models in the 
current study. The software, based on a GUI (graphic user interface), included tools to edit 
the layout of the path diagram, so that the PLS path analysis could be performed relatively 
quickly and easily (Temme et al., 2006). Figure 5.2 provides an example of the type of path 
diagram that can be constructed using the GUI interface of Smart-PLS. The diagram is used 
to explain the components of a PLS path model.  
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Figure  5.1 Example of a PLS path diagram constructed using the graphic user interface of Smart-PLS 
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The variables in the path diagram were functionally defined as either indicator variables or 
latent variables. The indicator variables, defined by rectangular symbols in Figure 5.2, were 
the individual item scores measured using the questionnaire. The variables were imported 
directly into Smart-PLS from a CSV (comma delimited) Microsoft Excel file. The latent 
variables and their constituent dimensions were defined by circular symbols. They were not 
measured by the researcher, but consisted of the principal component scores computed by 
SmartPLS using factor analysis. Each latent variable was assumed to consist of one factor. 
The relationships between the indicators and the latent variables constituted the measurement 
model.  
In Figure 5.1, the arrows drawn between the symbols specify the structural model in terms of 
the hypothetical cause and effect relationships. There were two types of relationships 
between the indicator and the latent variables: reflective and formative. A fan of arrows 
pointing out from a latent variable into a cluster of indicators represented a reflective 
relationship. A reflective relationship meant that the latent variable was assumed to be the 
common cause. The indicator variables reflected a wide range of inter-correlated effects, 
measured in terms of multiple item scores; they were measured with error, but exhibited 
internal consistency reliability. For example, Items d14 and d15 reflected the effects of the 
co-workers’ satisfaction (COWS). The indicator variable with an arrow pointing into a latent 
variable represented a formative relationship, meaning that the indicator variable was a causal 
factor. It was measured without error, and contributed towards the variance in the latent 
variable. However, it did not represent a cause or effect. For example, the experience and the 
ages of the workers, and the size of the PHCCs were included as hypothetical formative 
indicators of job satisfaction (JOBSAT). 
An arrow pointing out from one latent variable to another represented a causal path between a 
hypothetical cause and a predicted effect. For example, the arrow flowing out of the 
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organisational culture (ORGAN) variable, into the job satisfaction (JOBSAT) variable, 
implied that the organisational culture may be the hypothetical cause, whilst job satisfication 
may be the predicted effect. The fan of arrows flowing out of JOBSAT variable implied that 
job satisfaction was the common cause, whilst the following variables were reflected as the 
hypothetical effects of job satisfaction: control and responsibility (COAR), scheduling 
(SHED), interaction and opportunities (INOP), professional opportunities (PROP), extrinsic 
(EXTR), co-workers (COWS), praise and recognition (PRAR),  and balance of family and 
work (BOFW). 
5.1.8.1 Validation of the Measurment Model 
The first stage of the modeling process validated the measurement model, by evaluating the 
factor loadings (including the cross loadings), the average variance explained (AVE) (which 
were the same as the communalities), and  the Conbach’s alpha reliability coefficients (which 
were tabulated in the SmartPLS output).  
5.1.8.2 Evaluation of the Structural Model 
The second stage evaulated the measurement model, by interpreting the path coefficients and 
the R2 values that were outputed directly onto the path diagram. The path coefficients defined 
how much of the multidimensional variance was partitioned between the latent variables and 
their respective dimensions. The magnitude of each path coefficient indicated the relative 
strength and direction (positive or negative) of the relationships between the variables. Each 
path coefficient measured the partial correlation between the two latent variables after the 
joint correlations between all the other variables had been removed, or "partialled out" 
(Haenlein & Kaplan, 2004). If the root cause of the correlation between the two variables was 
their joint correlation with another variable; then, the partial correlation was reduced in 
magnitude. The path coefficients were standardised to take into account the different units of 
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measurement for each variable; consequently, they ranged from -1 to +1, and were 
interpreted in the same way as the standardized regression coefficients in the multiple 
regression equation. The R2 values measured the magnitude of the effects, indicating the 
proportions of the variance explained.      
The statistical significance of the path coefficients and R2 values were estimated by 
bootstrapping; this involved drawing 1000 random samples, repeatedly, from the data matrix 
with 100 cases in each sample. The mean and the standard error of each path coefficient and 
R2 value were computed. A series of one sample t test was then conducted to test the 
hypothesis that the mean value of each path coefficient, and the mean value of each R2 value, 
was significantly different from zero at the conventional α = .05 level of significance. 
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5.2 Second Phase (Data collection and analysis)  
Subsequent to the quantitative data collection, the second data collection phase involved the 
collection of the qualitative data collection, via a semi-structured interview of a sub set of the 
same participants who contributed to the first phase. Combining these two approaches to 
collect the data enabled a greater understanding of the research problem and allowed more 
comprehensive questions than using only one approach (Spicer 2012). The third phase, the 
focus group discussion with leaders of the PHC, facilitated a better comprehensive 
understanding of the findings. The leaders discussed potential and realistic solutions that they 
thought would facilitate the researcher’s deliberations during the design of the management 
framework. 
5.2.1 Qualitative data (Semi structured interview and Focus group) 
5.2.1.1 Sample and recruitment   
In the qualitative phase of the sequential mixed method design, a purposive, non-probability 
sampling strategy was used to recruit PHC professionals to participate in the study. The 
purposive sampling was used to select the participants who, typically, represented the 
different professions/groups (physicians, nurses, and allied health), as well as to ensure an 
even distribution of participants, according to the area and size of the PHC (Creswell & Plano 
Clark, 2011). The inclusion criteria for the sample were designed to select participants who 
had initially participated in the quantitative data collection and had indicated their 
preparedness to participate in an interview. The intent of recruiting from these same 
individuals assisted in providing more explanations about the results from the first phase 
(Creswell, & Plano Clark, 2011).  
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Further, the interview questions were extracted from the results of the first phase that the 
researcher determined needed further explanation. Creswell and Plano Clark (2011), and 
Teddlie and Tashakkori (2009), explain that the results of the quantitative phase are 
statistically significant, while the significant predictors guide the second phase in assigning a 
more detailed explanation of the quantitative data. In other words, the quantitative findings 
formed the basis of the questions asked in the qualitative interviews.     
The sample size, as recommended by Creswell and Plano Clark (2011), was much smaller 
than the quantitative samples. The sample size recruited for the qualitative data was 11 
participants, who represented small and large PHCCs, as recorded by the Directorate General 
of Primary Health Care Centres in the Asir region (see Table 5.5). 
Table  5.5 Qualitative interview participants’ codes  
Participant Code Profession Area Experience by years 
Code A.1 Physician  Large PHCC 1 
Code A.2 Physician  Large PHCC 3 
Code A.3 Physician Small PHCC 5 
Code A.4 Nurse Large PHCC 4 
Code A.5 Nurse Small PHCC 9 
Code A.6 Allied Health Small PHCC 2 
Code A.7 Allied Health Large PHCC 20 
Code A.8 Allied Health Large PHCC 16 
Code A.9 Nurse Small PHCC 3 
Code A.10 Nurse Small PHCC  9 
Code A.11 Nurse Small PHCC 14 
 
5.2.1.2 Qualitative pilot study  
The pilot study, conducted with two PHC professionals randomly selected from the list of 
eligible participants, allowed the researcher to assess how to cover the needed data and to 
identify any difficulties with the interview process. There were no changes in the interview 
process, while the questions were based on the pilot study results. These participants were 
excluded from the qualitative interview and data.  
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5.2.1.3 Semi structured interviews  
The interview survey participants, who had agreed to be interviewed, and had registered their 
contact details, were contacted individually, via telephone, to set the time and place for the 
interviews. The study’s purpose and procedures were explained to the participants. The 
researcher clarified their right to not participate, or withdraw at any time, and that their 
participation was voluntary. The confidentiality process was also explained. A time for each 
interview was made with the participant at the end of the telephone conversation.  
The face-to-face semi-structured interviews were conducted in a convenient and quiet 
conference room in each PHCC. Before the interview, the researcher checked that the 
recorder was fully charged to avoid any loss of the interview data. After gaining permission 
from each participant, the interviews were recorded using an electronic recorder (Hansen, 
2006). Additionally, the interviewees were reminded of their right to not participate and 
asked to sign a consent form. Prior to the interview, the researcher also spoke to each 
participant, in private, explaining the purpose and structure of the interview, while 
emphasising that confidentiality would be maintained at all-times (before, during, and after 
the interview). Three participants asked that they be interviewed after their duties and for the 
interview to be conducted outside the PHCC. An audio recording was made of the 
participant’s permission to participate, as well as their permission to record the interview. 
After the interview, the audio recording was transcribed by a research assistant. The 
interviews ranged in length from 38 to 62 minutes. The completed transcription was returned, 
by email, to the participant for them to check, and make the necessary corrections or changes; 
this formed the respondent’s validation as member check (Creswell, 2007; Lincoln & Guba, 
1985); it also established credibility and verified the trustworthiness of the current study.  
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The participants were given the contact details of both the researcher and the Research Ethics 
Office of the Queensland University of Technology, Australia, if they had any questions 
about the current study.  
The in-depth semi-structured interviews were conducted with the 11 participants, who had a 
mean age of 31 years. The interview included 15 open-ended questions, based on the results 
of the first phase of the predicted factors, and on the relationships between the variables. The 
data from the first phase were reviewed by the researcher; each interviewed participant was 
invited to provide more explanations and clarifications.   
5.2.1.4 Focus groups: 
The focus group discussion was conducted with the six leaders of the Directorate General of 
Health Affairs in the Asir region. The focus group allowed the researcher to collect the data 
from the group discussion, which provided a greater understanding of the data collected in 
the two previous phases. The researcher contacted the leaders individually to set a time for 
the group meeting, which was held in a quiet and convenient meeting room. The researcher 
reminded the participants of their right to refuse to participate; next, they were asked to sign 
the consent form. Prior to the discussion, the researcher also spoke to all participants, 
explaining the purpose and structure of the focus group, and how confidentiality would be 
maintained at all-times (before, during, and after the discussion). After that the researcher 
asked each participant for their permission to record the whole meeting. The discussion 
started with a presentation from the researcher about the findings of the first and second 
phases. The researcher discussed each part of the study, in turn, with the participants. The 
discussion took four hours.  
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5.2.2 Qualitative data analysis  
The semi structured interviews and the focus group discussion were transcribed, then 
analysed to identify common or recurring themes. The aim of the analysis was to explore how 
the participants perceived, understood, and explained the first phase data. The sequential 
mixed analyses involved the sequential examination of one data type from another 
(Tashakkori & Teddlie, 2010). The process involved the conversion of the quantitative data 
into narrative data that could be analysed qualitatively (Padgett, 2012). The transcribed data 
were subjected to thematic analysis, a technique that is a widely used qualitative analytical 
method; it offers a flexible approach to analysing qualitative data. This approach was deemed 
as the most appropriate method to analyse the qualitative data collected in the current study 
(Onwuegbuzie & Combs, 2011; Padgett, 2012; Teddlie & Tashakkori, 2009). 
Trustworthiness was considered in this research. Hence, the researcher’s triangulation was 
used to establish credibility of the analysis steps and results; another investigator checked and 
participated in the analysis and theorising themes of the qualitative findings (Thurmond, 
2001).  
Thematic analysis is a method of identifying, analysing and discovering the themes 
(Boyatzis, 1998). This method helped the researcher to identify the research themes and  the 
important data related to the research questions, as well as to clarify the quantitative data 
(Braun & Clarke, 2006). Six steps were followed (Braun & Clarke, (2006); they involved the 
researcher’s familiarisation with the data by reading and re-reading the data, with the initial 
noting of ideas. Next, the theme was identified. The researcher arranged the data into each 
relevant code, across the entire data set; these codes were arranged into potential themes. The 
themes were revised and reviewed in relation to the coded extracts and in the generation of 
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the thematic map of the analysis. Then, the themes were defined and named. Lastly, the 
results were described.  
The first step of the analysis involved the researcher checking the accuracy of the transcript 
against the audio recording. Some changes were made to the transcript (for example, 
punctuation), as well as corrections to verify the accuracy and quality of the data, ensuring 
both validation and trustworthiness. The second step of the analysis involved the researcher 
reading and rereading through the transcript to become immersed in, and familiarised with, 
the data. During the rereading, the researcher searched for, and identified, potential patterns.  
The initial coding (or open coding) in the second step occurred as the transcript was read, 
line-by-line, and the code manually applied. Ideas were linked together when information 
was expressed using similar terminology. The named codes were highlighted to ensure the 
retention of the data’s context.  
The first step of coding was performed manually, and then the MAXQDA computer software 
program was used to manage and facilitate the process of sorting, structuring, and analysing 
the data. While there are arguments against using computer programs in analysing qualitative 
data (Patton, 2002), qualitative software programs can be useful, for managing large volumes 
of data. However, to avoid any potential omissions, the current research used both coding 
approaches: the manual coding to enhance the trustworthiness of the result, followed by the 
qualitative software programs to assist the researcher in the categorisation of the data. This 
comprehensive approach enabled the researcher to interpret the data and help with the 
theorising.  
The third step involved searching for themes by sorting the different codes into themes. The 
first step of the current phase involved organising and analysing the different codes; they 
were then combined into the relevant codes. The overarching theme was noted on a separate 
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sheet to the transcript. During this phase some combined codes formed themes and sub-
themes. The relationships between the codes were re-arranged into defined significant 
themes. However, those themes were not final and required further examination. The data 
were extracted and sorted during the next phase: “reviewing themes”. 
The fourth step involved reviewing the themes named as themes in the previous step. Those 
themes holding insufficient supporting data were discarded. Some themes were included into 
a larger theme; for example, the knowledge and skills of managers were subsumed under 
PHCC managers’ competencies. This approach sought to form tight and rational patterns that 
influenced the satisfaction of primary health care professionals. Furthermore, the analyses 
substantiated other evidence from the interviews and the focus group discussions.    
The fifth step of the analysis involved defining and naming the themes. The overall relevance 
of the themes to the research question was confirmed. Also, the relationship of the themes to 
the other themes was reviewed to ensure that there was no overlap. A careful examination of 
the themes, with the focus on the core meaning and the labelling of each them, was 
performed. Finally, the report of the thematic analysis was produced (the sixth step, and the 
core focus of the next chapter). 
When extracting themes from the qualitative data, the researcher refrained from using 
personal value judgments, that is, he did not qualify the evidence. Hence, the participants 
were not corrupted by the opinions of the researcher (Lincoln & Guba, 1985). Thus, 
preference was not given to either the voices of the participants who agreed with the 
researcher's opinions or the responses directly opposed to the researcher's opinions. The 
verbatim quotations of the participants were tabulated, so that the qualitative research 
provided the raw evidence, uncontaminated by the researcher’s viewpoint (Lincoln & Guba, 
1985). As Creswell and Plano Clark (2011) explained, the findings of the qualitative data 
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reflect the descriptions given by the participants in the discussion of an issue and their own 
inferences or conclusions.   
5.2.3 Triangulation 
The term triangulation has been used in different contexts. Commonly, however, it has come 
to be associated with a comparison of results using different methods for gathering data, as 
well as an explicit concern for comparing and contrasting different sets of data (Denzin, 
1997). The consistency between the quantitative and qualitative data was tested in the current 
mixed-methods study, as it was an essential component for, potentially, improving the quality 
of the findings (e.g. if the respondents perceived the same outcome in both the quantitative 
and qualitative instruments, then the researcher could, more confidentially, attest to the 
credibility and dependability of the findings (Lincoln & Guba, 1985). However, the 
researcher did not make an a priori assumption that he would find consistency, or that 
consistency was a good thing. This was because the quantitative and qualitative methods 
access different types of responses, and invite contrast and tension (Creswell & Plano Clark, 
2011). Any contrasting findings were not glossed over, because they were as worthy of 
comment as was consistency.   
This chapter outlined and discussed the quantitative and qualitative analysis. The following 
chapter will present the research findings and highlight the relationship between 
organisational culture, leadership behaviour, and the influence of these factors on job 
satisfaction among PHC health care professionals in Saudi Arabia. 
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Chapter 6 Results 
6.1 Introduction 
The results of the current study are presented in three parts. Part I contains five sections 
presenting the results of the quantitative analysis of the questionnaire data. The demographic 
characteristics of the respondents are described in the first section. The next four sections 
provide the statistical evidence that addresses the four research questions and tests their 
associated hypotheses. Part II presents the results of the qualitative analysis of the 
information collected during the interviews and focus groups. Part III provides the chapter’s 
conclusion, with a summary of the findings. 
6.2 Part I Quantitative result  
6.2.1 Demographic characteristics 
The demographic characteristics of the 550 professionals working at the Saudi PHCCs (Asir 
region) that were assessed are outlined in Table 6.1. A summary of the data, frequency and 
missing values for those individual characteristics are presented in Table 5.1. As seen from 
the table, the proportions of males (47.5%) and females (52.0%) were approximately equal. 
The ages of the participants ranged from 22 to 62 years, with the larger age group being 
between 20-28 years (41.6%), followed by the 29-40 year age group (34.0%), with the 
smallest age group being > 40 years (21.1%). Over half (58.5%) of the participants were 
Saudi nationals, with the majority (84.9%) speaking Arabic. The most common educational 
qualifications were the Health Science Diploma (22.7%), the Higher Health Science Diploma 
(33.6%), and the Bachelor Degree (36.2%). 
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The locations of the PHCCs were, approximately, equally divided between urban (46.4%) 
and rural (52.7%) locations. Most participants were nurses (39.1%), followed by physicians 
(35.6%), and allied health workers (25.1%). The years of experience of the PHCC 
professionals ranged widely from 1 to > 7 years. Over one third of the participants (36.9%) 
had considerable experience (≥ 7 years), whereas one-fifth (17.8%) had only 1 years’ 
experience. The participants worked in PHCCs of various sizes, from 1-10 staff (21.6%), 11-
20 staff (33.6%), to 21-30 staff (27.7%). Less than one fifth of the PHCCs (16.4%) had more 
than 30 staff.  
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Table  6.1 Demographic Characteristics of the PHCC Professionals (N = 550) 
Characteristic Category Frequency Percent 
Gender 
Female 
Male 
Missing values 
261 
286 
3 
47.5% 
52.0% 
0.5% 
Age 
20-28 
29-40 
>40  
Missing values 
229 
187 
116 
18 
41.6% 
34.0% 
21.1% 
3.3% 
Nationality 
Non-Saudi 
Saudi 
Missing values 
227 
322 
1 
41.3% 
58.5% 
0.2% 
Language Non-Arabic Arabic 
83 
467 
15.1% 
84.9% 
Education 
High School 
Health Science Diploma 
Higher Health Science 
Diploma 
Bachelor Degree 
Postgraduate Diploma 
Master Degree 
Undertaking Degree 
4 
125 
185 
199 
19 
13 
2 
3 
0.7% 
22.7% 
33.6% 
36.2% 
3.5% 
2.4% 
0.4% 
0.6% 
Location of 
PHCC 
Urban 
Rural 
Missing values 
255 
290 
5 
46.4% 
52.7% 
0.9% 
Profession 
Physician 
Nurse 
Allied Health 
Missing values 
196 
215 
138 
1 
35.6% 
39.1% 
25.1% 
0.2% 
Experience 
1 year 
2 years 
3 years 
4 years 
5 years 
6 years 
≥ 7 years 
Missing values 
98 
49 
58 
33 
51 
50 
203 
8 
17.8% 
8.9% 
10.5% 
6.0% 
9.3% 
9.1% 
36.9% 
1.5% 
Size of PHCC 
 
1-10 staff 
11-20 staff 
21-30 staff 
31-40 staff 
41-50 staff 
≥ 50 staff 
Missing values 
119 
185 
153 
68 
18 
4 
3 
21.6% 
33.6% 
27.8% 
12.4% 
3.3% 
0.7% 
0.5% 
 
  
 Chapter 6 Results 119 
6.2.2 Descriptive statistics of means, standard deviation of all variable    
The average mean scores of the independent variables and the outcome variables of the 
primary health care professionals (N=550) were compared in order to show any differences. 
The means for job satisfaction are presented in Table 6.2. Overall they demonstrated that the 
PHCC professionals were not satisfied with their ‘professional opportunities’ or the ‘balance 
of family and work’ (2.72 and 2.74, respectively); these scores were less than 3 as the 
midpoint, or neutral on the 5 point Likert scale. The other variables show the means above 
the midpoint of 3, ranging from 3.03 to 3.85. The PHC professionals had a high level of 
satisfaction with the co-workers (3.85).  
The organisational culture findings were drawn from a scale of 4 points on the Likert scale; 
the midpoint score of 1.5 reflects that the dominant culture of the Saudi PHCCs is 
bureaucratic, with an overall score of M=2, which is much higher than the means for the 
supportive culture (M= 1.87) or the innovative culture (M = 1.67). Additionally, all the means 
were higher than the midpoint 1.5 of the OCI scale. The two leadership behaviour variable 
results were relatively similar, with the mean scores for consideration of (M =3.38), and the 
initiating structure of (M =3.36). Both scores were above 3, the midpoint of LBDQ scale.   
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Table  6.2 Mean and standard deviations of variable used in this Study 
Job Satisfaction Variable Mean Std Deviation 
Professional opportunities 2.72 1.31 
Balance of family and work 2.74 1.33 
Extrinsic rewards 3.03 1.30 
Scheduling 3.18 1.29 
Control and responsibility 3.19 1.23 
Praise and recognition 3.43 1.26 
Interaction and opportunities 3.53 1.15 
Co-workers 3.85 1.10 
Organisational Culture Variable Mean Std Deviation 
Bureaucratic  2.00 0.88 
Supportive  1.87 0.96 
Innovative  1.67 0.96 
Leadership Behaviour Variable Mean Std Deviation 
Consideration 3.38 1.30 
Initiating structure 3.36 1.24 
 
6.2.3 Research Question 1(RQ#1): Can reliable variables be operationalized from the 
questionnaire item scores? 
The results from the descriptive analysis (mean and standard deviation of the item scores), 
the factor analysis (loading coefficients), and the reliability analysis (Cronbach's alpha), with 
respect to the eight dimensions of job satisfaction, are presented in Table 6.3. One factor 
explained 58.0% of the variance in the control and responsibility dimension, with strong 
loading coefficients (.645 to .857) for 5 items and high reliability (Cronbach's alpha = .814). 
One factor explained 40.6% of the variance in the scheduling dimension, with strong loading 
coefficients (.614 to .725) for 6 items with adequate reliability (Cronbach's alpha = .736). 
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When one item with a weak loading coefficient (d6 = .569) was deleted, the variance 
explained increased to 50.9% with increased reliability (Cronbach's alpha = .753). One factor 
explained 58.9% of the variance in the interaction and opportunities dimension, with strong 
loading coefficients (.733 to .825) for 4 items and high reliability (Cronbach's alpha = .766). 
One factor explained 65.0% of the variance in the professional opportunities dimension, with 
strong loading coefficients (.777 to .838) for 4 items and high reliability (Cronbach's alpha = 
.819). One factor explained 58.8% of the variance in the extrinsic dimension with strong 
loading coefficients (.710 to .814) for 3 items and adequate reliability (Cronbach's alpha = 
.647). One factor explained 81.9% of the variance in the co-workers dimension, with strong 
loading coefficients (.905) for 2 items and high reliability (Cronbach's alpha = .779). One 
factor explained 68.1% of the variance in the praise and recognition dimension, with strong 
loading coefficients (.741 to .872) for 4 items and high reliability (Cronbach's alpha = .842). 
One factor containing 3 items explained 53.9% of the variance in the balance of family of 
work dimension, but with low reliability (Cronbach's alpha = .562). When one item with a 
weak loading coefficient (d7 = .566) was deleted, then the variance explained increased to 
73.3%, with the reliability being higher (Cronbach's alpha = .635). 
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Table  6.3 Reliability analysis of the eight dimensions of job satisfaction 
 
Dimension Item M SD Factor 
Loading 
Coefficient 
Average 
Variance 
Explained  
Cronbach's 
Alpha 
1. Control and 
responsibility  
d22 3.18 1.16 .755  58.0% .814  
d23 3.17 1.32 .645 
d29 3.57 1.17 .796 
d30 3.21 1.22 .857 
d31 2.81 1.12 .740 
2. Scheduling d4 2.78 1.35 .728 46.0% 
(50.9% if 
Item d6 
deleted) 
.736 
(.753 if 
Item d6 
deleted) 
d5 2.95 1.26 .792 
d6 3.70 1.15 .569* 
d8 3.67 1.20 .614 
d9 3.09 1.25 .725 
d10 2.90 1.89 .615 
3. Interaction and 
opportunities  
d16 3.61 1.09 .733 58.9% .766 
d17 3.72 1.10 .825 
d18 3.41 1.19 .768 
d19 3.37 1.17 .742 
4. Professional 
opportunities 
d20 2.80 1.38 .779 65.0% .819 
d21 3.00 1.20 .777 
d27 2.52 1.27 .838 
d28 2.55 1.25 .829 
5. Extrinsic d1 3.41 1.23 .773 58.8% .647 
d2 3.27 1.28 .814 
d3 2.40 1.32 .710 
6. Co-workers d14 3.90 1.06 .905 81.9% .779 
d15 3.79 1.09 .905 
7. Praise and 
recognition  
d13 3.64 1.25 .741 68.1% .842 
d24 3.40 1.24 .872 
d25 3.52 1.15 .843 
d26 3.14 1.29 .840 
8. Balance of 
family and work 
d7 2.98 1.17 .566* 53.9% 
(73.3% if 
item d7 
deleted 
.562       
(.635 if 
item d7 
deleted) 
d11 2.63 1.16 .770 
d12 2.61 1.21 .838 
Note: * Items d6 and d7 have weak coefficients ( < .6)  
 Chapter 6 Results 123 
The results of the descriptive analysis (mean and standard deviation of the item scores), 
factor analysis (loading coefficients), and reliability analysis (Cronbach's alpha) with respect 
to the two dimensions of leadership behaviour are presented in Table 6.4. After the deletion 
of one item with a very weak loading coefficient (c36 = -.092), and reversing the scores for 
two items (c5 and c40), one factor containing 14 items explained 61.8% of the variance in the 
consideration dimension, with strong loading coefficients (.707 to .859) and very high 
reliability (Cronbach's alpha = .938). After deletion of one item with a very weak loading 
coefficient (c19 = -.045), one factor containing 14 items explained 56.7% of the variance in 
the initiating structure dimension, with strong loading coefficients (.622 to .833) and very 
high reliability (Cronbach's alpha = .940). 
  
 Chapter 6 Results 124 
Table  6.4 Reliability analysis of the two dimensions of leadership behaviour 
Dimensions of 
Latent Variable 
Item M SD Factor 
Loading 
Coefficient 
Average 
Variance 
Explained  
Cronbach's 
alpha 
1. Consideration c1 3.27 1.30 .783 57.8% 
(61.8% if 
Item c36 
deleted) 
.938  
(.952 if  
Item c36  
deleted) 
c3 3.33 1.36 .812 
c5R 3.15 1.28 .737 
c8 3.64 1.34 .818 
c13 3.62 1.32 .851 
c17 3.61 1.29 .859 
c18 3.59 1.30 .806 
c20 3.33 1.27 .698 
c22 3.32 1.24 .776 
c26 3.47 1.37 .782 
c29 3.50 1.22 .770 
c35 3.28 1.24 .791 
c36 3.52 1.29 -.092* 
c39 3.81 1.29 .801 
c40R 3.45 1.30 .707 
2. Initiating 
structure  
c2 3.49 1.218 .821 52.9%  
(56.7% if 
Item c19 
deleted) 
.926 
(.940 if  
Item c19  
deleted) 
c4 3.63 1.228 .795 
c6 3.32 1.277 .788 
c7 3.20 1.299 .677 
c9 3.20 1.315 .760 
c10 3.38 1.214 .701 
c11 3.47 1.214 .734 
c14 3.59 1.328 .793 
c16 3.62 1.261 .745 
c19 2.37 1.238 -.045* 
c21 3.54 1.182 .784 
c24 3.36 1.126 .622 
c25 3.69 1.229 .833 
c31 3.49 1.216 .797 
c37 3.08 1.218 .656 
 Note: R Items c5 and c40 had reversed scores.  * Items c36 and c19 had weak coefficients ( < .6)   
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The results of the descriptive analysis (mean and standard deviation of the item scores), 
factor analysis (loading coefficients), and reliability analysis (Cronbach's alpha) with respect 
to the three dimensions of organisational culture are presented in Table 6.5. After deleting 
two items with very weak loading coefficients (b1 = .074 and b11 = .161), one factor 
containing 6 items explained 56.2% of the variance in the innovative dimension, with strong 
loading coefficients (.641 to .810) and adequate reliability (Cronbach's alpha = .677). After 
the deletion of one item with a very low loading coefficient (b5 = .147) one factor explained 
55.0% of the variance in the supportive dimension, with high reliability (Cronbach's alpha = 
.862). One factor explained 56.8% of the variance in the bureaucratic dimension with strong 
loading coefficients (.634 to .712) for 8 items, and with high reliability (Cronbach's alpha = 
.826). 
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Table  6.5 Reliability analysis of the three dimensions of organisational culture 
Dimensions of 
Latent Variable 
Item M SD Factor 
Loading 
Coefficient 
Average 
Variance 
Explained  
Cronbach's 
alpha 
1. Innovative  
  
b1 1.07 0.99 .074* 42.2% 
(56.2%  if 
Items b1 
and b11 
deleted) 
.677 
(.809 if  
Items b1 
and b11 
deleted) 
b6 1.79 0.90 .687 
b7 1.66 0.96 .781 
b11R 1.83 0.99 .161* 
b13 1.64 0.98 .810 
b18 1.61 0.98 .726 
b19 1.74 0.92 .829  
b23 1.99 0.89 .641 
2. Supportive   b2 2.16 0.84 .666 48.4% 
(55.0% if 
Item b5 
deleted) 
 
.825 
(.862 if 
Item b6 
deleted) 
b5 1.77 0.99 .147* 
b8 1.66 1.06 .753 
b9 1.96 0.92 .747 
b15 1.56 1.00 .742 
b16 1.81 0.97 .808 
b17 1.98 0.94 .696 
b22 2.05 0.87 .769 
3. Bureaucratic   b3 1.88 0.93 .634 56.8% .826 
b4 2.08 0.83 .668 
b10 1.97 0.89 .684 
b12 1.96 0.86 .642 
b14 2.09 0.87 .706 
b20 2.01 0.88 .690 
b21 1.95 0.85 .635 
b24 2.04 0.87 .712 
Note:   * Items b1 and b11 had weak coefficients (< .6) 
 
In summary, the eight dimensions of job satisfaction, the two dimensions of leadership 
behaviour, and the three dimensions of organisational culture were reliably measured, as 
indicated by Cronbach’s alpha (.635 to .952). To improve the reliability of the study’s 
dimensions and increase the percentages of the variance explained, all the items with the 
weakest loading coefficients (< .6) were deleted (as recommended by Chin (1998).   
 
The composite scores for all of the dimensions were initially operationalized by adding up the 
scores for their constituent items. The frequency distributions of the dimensions visually 
approximated the bell-shaped normal distribution curves, justifying the use of parametric 
statistics (see Figure 5.1). Due to the large sample size used in this study (N = 505), the 
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Central Limit Theorem (CLT) could also be applied for the purpose of parametric testing. 
The CLT states that, regardless of the population’s distribution, provided the sample is 
sufficiently large, the distribution of the sample means will be approximately normal, with a 
sample mean equal to the population mean (Allen & Yen, 2002). 
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Figure  6.1 Frequency distribution histograms of the thirteen dimensions 
 
Note: Job Satisfaction: COAR, Control & Responsibility; SHED, Scheduling; INOP, 
Interactions & Opportunities; PROP, Professional Opportunities; EXTR, Extrinsic Rewards; 
COWS, Co-workers; PRAR, Praise and Recognition; BOFW, Balance of Family and Work 
Leadership Behaviour: CONS, Consideration; and INST, Initiation Structure  
Organisational Culture: INNO, Innovative; SUPP, Supportive; BURC, Bureaucratic 
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6.2.4 Research Question 2 (RQ#2): What are the effects of the demographic factors of 
the professionals working at PHCCs on job satisfaction and Organisational 
culture?   
A composite job satisfaction score was operationalized by adding up the scores for the 
dimensions control and responsibility, scheduling, interaction and opportunities, professional 
opportunities, extrinsic, co-worker, praise and recognition, and balance of family and work. 
Table 6.6 shows the descriptive statistics (mean and standard deviation) and ANOVA (F 
statistic, p-value, and effect size) used to determine if the nine demographic factors (gender, 
age, nationality, language, education, profession, and experience of the respondents, and the 
location and size of the PHCCs) had a significant effect on the means of the composite scores 
for the job satisfaction dimension. 
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Table  6.6 Effects of demographic characteristics of PHC professionals on job satisfaction 
Characteristic Category Composite Job 
Satisfaction Score 
ANOVA statistics 
M SD F p Eta2  
Gender Female 90.60 20.23 2.396 .122 .004 
Male 93.30 20.61  
Age 20-28 89.74 18.89 3.212 .041* .012 
29-40 92.56 22.44 
>40  95.52 19.35 
Nationality Non-Saudi 91.91 19.72 0.010 .919 .000 
Saudi 92.09 20.99 
Language Non-Arabic 92.20 20.35 0.009 .926 .000 
Arabic 91.98 20.50  
Education Health Science Diploma 95.25 23.92 1.310 .265 .000 
Higher Diploma 91.24 18.86 
Bachelor Degree 90.21 19.98 
Postgraduate Diploma 89.35 11.64 
Master Degree 93.07 20.81 
Location of 
PHCC 
Urban 90.47 21.06 2.702 .101 .005 
Rural 93.34 19.87 
Profession Physician 91.14 19.62 0.728 .483 .003 
Nurse 91.66 21.19 
Allied Health 93.79 20.48 
Experience 1 year 84.25 20.65 2.635 .016* .028 
2 years 83.64 17.28 
3 years 88.64 16.72 
4 years 86.62 21.79 
5 years 93.69 20.54  
6 years 92.90 22.73 
≥ 7 years 94.03 20.72 
Size of PHCC 
 
1-10 staff 93.30 19.94 4.743 .001* .034 
11-20 staff 93.08 20.16 
21-30 staff 94.41 21.36 
31-40 staff 84.66 18.84 
41-50 staff 79.54 18.17 
Note:* Significant difference between mean scores at α = .05 
 
The variances were consistently homogeneous, indicated by p > .05 for Levene's test. No 
significant effects (p > .05, Eta2 < .01) were indicated with respect to gender, nationality, 
language, education, location of PHCC, or profession. However, significant effects were 
indicated with respect to age (F = 3.212, p = .004, Eta2 = .012), experience (F = 2.635, p = 
.016, Eta2 = .028), and size of PHCC (F = 4.743, p = .001, Eta2 = .034).       
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The descriptive statistics in Table 6.6 show that the mean job satisfaction scores tended to 
increase systematically with respect to the age of the respondents (M = 89.74 at age 20-28, M 
= 92.56 at age 29-40, and M = 95.52 at age > 40). The mean scores also tended to increase, 
systematically, with respect to their experience, ranging from the lowest scores for the 
participants with 1 year (M = 84.25) and 2 years of experience (M = 83.64), respectively, to 
the highest score for participants with ≥ 7 years of experience (M = 20.72). The mean job 
satisfaction scores also varied, systematically, with respect to the size of the PHCCs. They 
tended to be higher for the participants working at smaller PHCCs with 30 or less staff (M = 
93.30 with 1-10 staff to M = 94.41 with 21-30 staff), and lower for those working at larger 
PHCCs (M = 84.66 with 31-40 staff and M = 79.54 with 41-50 staff). 
The correlation analysis (see Table 6.7) revealed that among the eight dimensions of job 
satisfaction three dimensions (scheduling (Pearson's r = .194, p < .001), professional 
opportunities (Pearson's r = .136, p = .001), and co-workers (Pearson's r = .095, p = .025), 
were significantly correlated with the age (years) of the participants at α = .05. 
Table  6.7 Correlations between ages of PHCC professionals and eight dimensions of job 
satisfaction 
Dimension of Job Satisfaction Pearson's r p 
1. Control & responsibility .066 .120 
2. Scheduling .194 <.001* 
3. Interaction & opportunities .014 .749 
4. Professional opportunities .136 .001* 
5. Extrinsic .035 .415 
6. Co-workers .095 .025* 
7. Praise & recognition .021 .617 
8. Balance of family & work .071 .095 
Note: * Significant correlation at α = .05 
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The composite organisational culture score was operationalized by adding up the scores for 
the innovative, supportive, and bureaucratic items. Table 6.8 shows the descriptive statistics 
and results of ANOVA to determine if the nine demographic factors (gender, age, nationality, 
language, education, profession, and experience of the respondents, and the location and size 
of the PHCCs) had a significant effect on the means of the composite scores for 
organisational culture. The variances were consistently homogeneous, indicated by p > .05 
for Levene's test. No significant effects (p > .05, Eta2 < .01) were indicated with respect to 
gender, age, nationality, language, education, profession, or experience. Significant effects 
were, however, indicated with respect to location of PHCC (F = 5.790, p = .016, Eta2 = .012); 
and size of PHCC (F = 5.046, p = .001, Eta2 = .036).  
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Table  6.8 Effects of demographic characteristics of PHC professionals on organisational 
culture 
Characteristic Category Composite 
Organisational 
Culture 
ANOVA statistics 
M SD F p Eta2  
Gender Female 37.39 11.93 0.125 .723 .000 
Male 37.76 12.57 
Age 20-28 36.93 12.14 0.560 .572 .002 
29-40 38.10 13.09 
>40  37.97 10.96 
Nationality Non-Saudi 37.85 11.60 0.177 .674 .000 
Saudi 37.40 12.72 
Language Non-Arabic 36.52 10.50 0.738 .391 .001 
Arabic 37.77 12.55 
Education Health Science Diploma 39.01 12.47 0.653 .625 .005 
Higher Diploma 36.78 12.39 
Bachelor Degree 37.28 11.95 
Postgraduate Diploma 37.50 12.35 
Master Degree 37.84 12.23 
Location of 
PHCC 
Urban 36.24 11.77 5.790 .016* .012 
Rural 38.75 12.58 
Profession Physician 37.33 12.03 0.515 .598 .002 
Nurse 37.23 11.78 
Allied Health 38.50 13.34 
Experience 1 year 39.47 12.64 1.128 .344 .002 
2 years 34.54 11.26 
3 years 36.67 11.00 
4 years 35.96 12.04 
5 years 38.74 12.06 
6 years 37.55 12.54 
≥ 7 years 37.61 12.65 
Size of PHCC 
 
1-10 staff 38.61 12.12 5.046 .001* .036 
11-20 staff 38.22 11.90 
21-30 staff 38.71 12.38 
31-40 staff 34.56 12.77 
41-50 staff 27.19 8.66  
Note:* Significant difference between mean scores at α = .05 
 
The descriptive statistics in Table 6.8 show that the mean score for organisational culture was 
significantly higher for the participants working at PHCCs in rural locations (M = 38.75) 
compared to urban locations (M = 36.24). The mean organisational culture scores tended to 
be higher for the participants working at smaller PHCCs (M = 38.22 with 11-20 staff to M = 
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38.71 with 21-30 staff); however, the mean scores tended to be lower for the participants 
working at larger PHCCs (M = 34.56 with 31.40 staff), and were least for the participants 
working at the largest PHCCs (M = 27.19 with 41-50 staff). 
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6.2.5 Research Question 3 (RQ#3): To what extent does leadership behaviour and 
Organisational Culture explain job satisfaction among professionals working at 
PHCCs? 
 
RQ#3 was addressed using multiple regression analysis, structural equation modelling, and 
partial least squares path modelling. These assessments are discussed below.  
6.2.5.1 Multiple Regression Analysis (RQ#3) 
The multiple regression analysis, based on the ordinary least squares (OLS), was conducted 
to address research question 3, using the following linear model: 
𝑌�1 = β0 + β1X1 + β2X2 + β3X3+ β4X4+ β5X5+ β6X6+ β7X7+ β8X8  + ε 
𝑌�1 was the predicted composite measure of Total Job Satisfaction (the sum of the scores for 
Control & Responsibility + Scheduling + Interaction & Opportunities + Professional 
Opportunities + Extrinsic + Co-workers + Praise & Recognition + Balance of Family & 
Work), the dependent variable. β0 was the intercept or baseline (the theoretical value of 𝑌�  
when all the predictor variables are zero), and ε was the residual variance. The predictor 
variables were X1 = Age, X2 = Experience, X3 = Size of Centre; the two dimensions of 
leadership behaviour were X4 = Consideration, and X5 = Initiating Structure; and the three 
measures of organisational culture were X6 = Innovative, X7 = Supportive, X8 = Bureaucratic. 
β1 to β8 were the standardized partial regression coefficients for X1 to X8. Because the eight 
variables were measured using different scales, the standardized regression coefficients (on a 
scale from 0 to 1) indicated their relative importance as predictors of job satisfaction. 
To measure the strength of the linearity between the variables, a matrix of 36 Pearson's 
correlation coefficients was constructed between the dependent variable (job satisfaction) and 
the eight independent variables (Age, Experience, Size of PHCC, Consideration, Initiating 
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Structure, Innovative, and Supportive). The correlation matrix, presented in Table 6.9, shows 
that the majority (22, 61%) of the correlation coefficients were statistically significant at α = 
.05. Job Satisfaction was significantly correlated at α = .05 with all of the independent 
variables, with the exception of Experience. Strong correlations (Pearson's r = .780 to .889) 
between four pairs of the independent variables (Initiating Structure and Consideration, 
Supportive and Innovative, Bureaucratic and Innovative, and Supportive and Bureaucratic) 
indicated the possibility of the collinearity. 
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Table  6.9 Matrix of Pearson's Correlation Coefficients between Job Satisfaction, Age, Experience, Size of Centre, Leadership Behaviour, and 
Organisational Culture 
 
Variables Y1 
Total Job 
Satisfaction 
X1 
 
Age 
X2 
 
Experience 
X3 
Size of 
PHCC 
X4 
 
Consideration 
X5 
Initiating 
Structure 
X6 
 
Innovative 
X7 
 
Supportive 
X1 Age    .110**        
X2 Experience .077      .624***       
X3 Size of PHCC  -.113** -.083  .016      
X4 Consideration   .535** .005 -.009  -.089*     
X5 Initiating structure   .521** .025 -.009 -.067  .889***    
X6 Innovative    .579*** .026 -.002  -.140** .571** .567***   
X7 Supportive    .595*** .057 .012  -.121**  .656*** .616*** .811***  
X8 Bureaucratic    .545*** .019 -.028  -.113** .577*** .599*** .791*** .780*** 
Note: * Significant correlation at * α = .05, ** α = 01, *** α = .001.
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The results of the multiple linear regression analysis, as in Table 6.10, presents the 
unstandardized (b) and standardized (β) regression coefficients, the standard errors (SE), the t 
statistics, and the p-values (to determine if the regression coefficients were significantly 
different from zero at α = .05), as well as the VIF (variance inflation factors) to identify 
collinearity. The adjusted R2 = 41.7% indicated that a moderate proportion of the variance in 
the dependent variable was explained. The β coefficients for Age, Experience, Size of Centre, 
Initiating Structure, and Bureaucratic were not significantly different from zero at α = .05. 
The standardized partial regression coefficients indicated that one dimension of leadership 
behaviour, Consideration (β = .157; p = .034), and two dimensions of organisational culture, 
Innovative (β = .217; p = .001), and Supportive (β =.196, p = .002), were significant 
predictors of Total Job Satisfaction at α = .05. However, the magnitudes of the regression 
coefficients (on a standardized scale from 0.0 to 1.0) were low, reflecting a relatively weak 
model.  
Table  6.10 Multiple Regression Model to predict Total Job Satisfaction 
Predictors 
Unstandardized 
Coefficients 
Standardized 
Coefficients 
t p VIF b  SE β 
Intercept 37.566 4.057  9.258 <.001*  
X1 Age .139 .098 .060 1.415 .158 1.68 
X2 Experience .350 .344 .043 1.017 .309 1.66 
X3 Size of centre -.448 .568 -.026 -.790 .430 1.04 
X4 Consideration .213 .102 .157 2.086 .037* 5.33 
X5 Initiating structure .148 .118 .092 1.253 .211 5.09 
X6 Innovative .990 .284 .217 3.491 .001* 3.62 
X7 Supportive .882 .290 .196 3.038 .002* 3.94 
X8 Bureaucratic .294 .243 .071 1.206 .228 3.31 
Note: * Significant at α = .05 
 
The VIF values (3.31 to 5.33) provided an index of how much the standard errors were 
increased because of collinearity (i.e. about 1.8 to 2.3 times more than they should be). 
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Because the regression coefficients were relatively low, and the standard errors were 
relatively high, the t statistics (the regression coefficients divided by the standard errors) and 
their associated p-values could be biased. Therefore, accurate statistical inferences could not 
be drawn.  
Figure 6.2 presents a plot of the standardized residuals versus the job satisfaction values 
predicted by the multiple regression model. The distribution of the residuals indicated that 
heteroskedacity could also be a problem. The residuals were not evenly scattered around a 
mean of zero, but formed a diamond shaped pattern. The variance was least when the 
predicted job satisfaction was low (< 70) or high (> 100). The highest variance, including 
outliers with standardized residuals > 3.0, occurred when the predicted job satisfaction was 
moderate (between 70 and 100). Consequently, the statistical inferences could be biased.  
    
 
            Figure  6.2 Plot of standardized residuals versus predicted total job satisfaction 
 
Due to the violations of the theoretical assumptions, specifically the high level of collinearity 
and heteroskedacity, the statistical inferences of the MLR were compromised, and the results 
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were difficult to interpret. Alternative methods (Structural Equation Modelling) were, 
therefore, considered to be more applicable to address RQ#3.   
6.2.5.2 Structural Equation Modeling (RQ#3) 
A preliminary attempt to construct a structural equation model to address RQ#3, based on the 
data matrix (consisting of 550 participants and 85 item scores using the maximum likelihood 
estimation method incorporated in AMOS), failed to converge on a stable solution. The only 
output was the error message "Model/Group Fit: This solution is not admissible". The 
problem of not providing an admissible solution is a very common experience among 
researchers using AMOS (Hair et al., 2010). Three possible reasons for the lack of a solution 
in the current study were that the sample size was too small, and/or an incorrect specification 
of the conceptual model, and/or because the SEM analysis included too many ordinal 
variables, consisting of integers measured across a restricted range, rather than the 
scale/interval level variables, measured across a continuous range. For example, each of the 
24 items used to measure organisational culture contained only four categories (0, Not; 1, A 
little; 3, A fair amount; 4, Most of the time), violating one of the assumptions of SEM that all 
ordinal measures should ideally contain a minimum of five categories (Kline, 2010). 
Consequently, it was decided that SEM implementation, using AMOS, was not appropriate as 
valid evidence to support the hypotheses of the current study. An alternative approach, 
specifically PLS path modelling, was used as it was deemed more likely to converge on a 
solution. 
6.2.5.3 Partial Least Squares (PLS) Path Modelling (RQ#3)  
Two PLS path models were constructed, validated, and evaluated to address RQ#3. These 
models are discussed in the following paragraphs. 
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6.2.5.3.1 Model I 
A PLS path model (named Model I) was constructed to predict the extent to which leadership 
behaviour predicts job satisfaction. The first stage validated the measurement model. A copy 
of the Smart-PLS output, providing the model quality criteria, is presented in Appendix K. 
The loadings and cross-loadings of the indicators for each factor are provided in Appendix L. 
The quality criteria to validate all the latent variables in the measurement model were 
satisfied (AVE = 45.9% to 81.9% and Cronbach’s alpha = .647 to .826). Further, the factor 
loadings for all the indicators used to construct each latent variable were consistently strong 
(.569 to .855). However, the analysis of the cross-loadings indicated that the validity of the 
latent variables could not be improved by incorporating the alternative indicators. 
The structural models for Model I depicted in Figure 6.3 are exact copies of the output 
provided by Smart-PLS. The software printed the path coefficients (β) next to the arrows 
connecting the latent variables, with the R2 values inside the circular symbols representing 
the latent variables on the diagrams. After bootstrapping, the test statistics (t = 2.32 to 
129.87) were consistently ≥ 1.96, indicating that all the path coefficients in the population 
(assuming an infinite number of degrees of freedom) were significantly different from zero at 
α = .05 (see Appendix M). No goodness of fit statistic is presented, because Smart-PLS does 
not report them. After bootstrapping, the t statistics (where t = mean /standard error) were > 
1.96, indicating that all the path coefficients and the R2 values in the population (assumed to 
be of infinite size) were significantly different from zero at α = .05. No goodness of fit 
statistic is presented, because the PLS path modelling does not need them. Nevertheless, 
evidence is provided to support H#3. Thus, leadership behaviour explains a significant 
proportion of the variance in job satisfaction among the professionals working at the PHCCs. 
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As illustrated by Figure 6.3, the model predicts the extent to which leadership behaviour 
explains job satisfaction among professionals working at PHCCs. It includes additional 
contributions from the age and experience of the participants, as well as the size of the 
PHCC. The effect of leadership behaviour on job satisfaction was relatively moderate (β = 
.391, R2 = .153) implying that 15.3% of the variance for the job satisfaction dimension was 
explained by the variance in leadership behaviour. A high proportion of the variance in 
leadership behaviour (R2 = 66.6%) was explained by the Consideration (β = .605) item, with 
a smaller contribution from the Initiation Structure (β = .228) item. No R2 values were 
computed for Consideration and Initiation Structure because no arrows, symbolising the 
hypothetical causes, flowed into them.  
The most important reflection of the job satisfaction dimension was Praise and Recognition 
(β = .887, R2 = 78.6%). The less important reflections of job satisfaction included Control 
and Responsibility (β = .598, R2 = 35.7%), followed by interactions and opportunities (β = 
.518, R2 = 26.8%), co-worker satisfaction (β = .488, R2 = 23.8%), professional opportunities 
(β = .450, R2 = 20.2%), and extrinsic (β = .426, R2 = 18.1%) items. The effect sizes reflecting 
the job satisfaction dimension were relatively small (less than 10%) for scheduling (β= .310, 
R2 = 9.6%) and balance of family and work (β = .275, R2 = 7.5%). 
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Figure  6.3 Model to explain the extent to which Leadership Behaviour explains Job Satisfaction among professionals working at PHCCs 
 
Note: JOBSAT, Job Satisfaction; SHED, Scheduling; PRAR, Praise and Recognition; EXTR, Extrinsic; COWS, Co-workers; BOFW, Balance 
of Family and Work; INOP,  Interactions & Opportunities; PROP, Professional Opportunities; COAR, Control & Responsibility. LEBV, 
Leadership Behaviour; CONS, Consideration; and INST, Initiation Structure. 
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Model II 
The PLS path model (named Model II) was constructed to predict the extent to which 
organisational culture predicted job satisfaction. A copy of the Smart-PLS output providing 
the quality criteria for the measurement model is presented in Appendix N. The loadings and 
cross-loadings of the indicators for each factor are provided in Appendix O. The quality 
criteria that was required to validate the measurement model were satisfied (AVE = 44.9% to 
73.7%, and Cronbach’s alpha = .644 to .842). The factor loadings for the indicators used to 
construct each latent variable were strong (.597 to .906). The cross-loadings indicated that the 
validity of the model could not be improved by incorporating the alternative indicators.  
Figure 6.4 illustrates the structural model used to explain the extent to which organisational 
culture explains job satisfaction among professionals working at PHCCs. All the path 
coefficients were significantly different from zero at α = .05, as indicated by t statistics > 1.96 
(see Appendix P). The effect of organisational culture on job satisfaction was relatively 
moderate, and not much higher than the effect of leadership behaviour (β = .417, R2 = 
.17.4%). A high proportion of the variance in organisational culture (R2 = 81.1%) was 
explained, mainly, by supportive culture (β = .910) and less by innovative culture (β = .108). 
Bureaucratic culture had a negative effect (β = -.114). There were no R2 values for the 
innovative, supportive, and bureaucratic items because no latent variables flowed into them. 
The most important reflection of job satisfaction was praise and recognition (β = .886; R2 = 
78.6%). The less important reflections of job satisfaction included control and responsibility 
(β = .597, R2 = 35.6%), followed by interactions and opportunities (β = .518, R2 = 26.8%); 
co-worker satisfaction (β = .489, R2 = 23.9%); professional opportunities (β = .450, R2 = 
20.3%); and extrinsic (β = .428, R2 = 18.2%). The effect sizes were relatively small (less than 
10%) for scheduling (β = .310, R2 = 9.6%) and balance of family and work (β = .274, R2 = 
7.5%).
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Figure  6.4 Model to explain the extent to which Organisational Culture explains Job Satisfaction among professionals working at PHCCs 
Note: JOBSAT, Job Satisfaction; SHED, Scheduling; PRAR, Praise and Recognition;  EXTR, Extrinsic; COWS, Co-workers; BOFW, Balance 
of Family and Work; INOP,  Interactions & Opportunities;  PROP,  Professional Opportunities; COAR, Control & Responsibility; ORGAN, 
Organisational Culture; INNO, Innovative; SUPP, Supportive; BURC, Bureaucratic
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6.2.6 Research Question 4 (RQ#4): To what extent does Organisational culture 
explain leadership behaviour among professionals working at PHCCs? 
RQ#4 was addressed using multiple regression analysis and PLS path modelling. The 
discussions for both are presented below. 
 
6.2.6.1 Multiple Regression Analysis (RQ#4) 
Multiple regression analysis, based on ordinary least squares (OLS), was conducted to 
address RQ#4, using the following linear model: 
𝑌�2 = β0 + β6X6 + β7X7 + β8X8 + ε 
𝑌�2 is the predicted composite measure of total leadership behaviour (the sum of the scores for 
Consideration + Initiating Structure) as the dependent variable. β0 is the intercept or baseline 
(the theoretical value of 𝑌�  when all the predictor variables are zero). ε is the residual 
variance. The predictor variables are the three dimensions of organisational culture: X6 = 
Bureaucratic, X7 = Innovative, X8 = Supportive. β6 to β8 are the standardized partial 
regression coefficients for X6 to X8.  
Table 6.11 presents a matrix of Pearson's correlation coefficients between the dependent 
variable and the three independent variables. Leadership behaviour was significantly 
correlated ( p < .001) with the three independent variables (Pearson's r = .586 to .656). The 
independent variables were significantly correlated at α = .001 (Pearson's r = .791 to .811), 
reflecting collinearity.   
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Table  6.11 Matrix of Pearson's Correlation Coefficients between Leadership Behaviour and 
Organisational Culture 
Variables Y2 
Leadership 
Behaviour 
X6 
Innovative 
X7 
Supportive 
X6 Innovative .586***   
X7 Supportive .656*** .811***  
X8 Bureaucratic .604*** .791*** .780*** 
Note: *** Significant at α = .001 
 
 
Table 6.12 presents the results of the multiple linear regression analysis to predict leadership 
behaviour. The adjusted R2 = 45.0% indicated that a moderate proportion of the variance in 
the dependent variable was explained. A comparison of the magnitudes of the standardised 
partial regression coefficients indicated that the most important significant predictor of total 
job satisfaction was supportive (β = .443; p  <.001); whereas bureaucratic (β = .213; p = .001) 
was less important, while the innovative item (β =.057, p = .002) was not a significant 
predictor. The magnitudes of the regression coefficients (on a standardized scale from 0.0 to 
1.0) were low, reflecting a relatively weak model. 
Table  6.12 Multiple Regression Model to predict Total Leadership Behaviour 
Variables 
 
 
Unstandardized 
Coefficients 
Standardised 
Coefficients 
t p VIF B SE β 
Intercept 41.122 2.881  14.274 <.001*  
X6 Innovative .347 .363 .057 .956 .340 3.60 
X7 Supportive 2.633 .348 .443 7.562 .<.001* 3.43 
X8 Bureaucratic 1.160 .305 .213 3.803 <.001* 3.14 
Note: * Significant at α = .05 
 
The VIF values (3.14 to 3.60) indicated that the standard errors were increased because of 
collinearity (i.e. about 1.8 to 1.9 times more than they should have increased). Because the 
regression coefficients were relatively low, and the standard errors were relatively high, the t 
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statistics and their associated p-values could be biased; hence, accurate statistical inferences 
could not be drawn.      
The plot of the standardized residuals versus the predicted values indicated that 
heteroskedacity could be a problem (see Figure 6.5). The residuals were not evenly scattered 
around the mean of zero, but formed a diamond shaped pattern. The variance was least when 
the predicted leadership behaviour was low (< 60) or high (> 100). The highest variance, 
including outliers with excessively large standardized residuals > 3.0, occurred when the 
predicted job satisfaction was moderate (between 60 and 100).   
 
 
Figure  6.5 Plot of standardised residuals versus predicted total leadership behaviour 
 
Due to the violation of the assumptions, specifically the high level of collinearity and 
heteroskedacity, the statistical inferences of MLR were compromised; hence, the results were 
difficult to interpret. Consequently, PLS path modeling was justified as the method for 
addressing RQ#4.  
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6.2.6.2  Partial Least Squares (PLS) Path Modelling (RQ#4) 
The PLS path model (named Model III) was constructed to predict the extent to which 
organisational culture predicted leadership behaviour. A copy of the Smart-PLS output, 
providing the quality criteria for the measurement model, is presented in Appendix Q. The 
loadings and cross-loadings of the indicators for each factor are provided in Appendix R. The 
quality criteria that were required to validate the measurement model were satisfied (AVE = 
44.9% to 61.6%) and Cronbach’s alpha = .646 to .842). The factor loadings for the indicators, 
used to construct each latent variable, were strong (.626 to .830). The cross-loadings 
indicated that the validity of the model could not be improved by incorporating alternative 
indicators.    
Figure 6.6 illustrates the PLS structural model used to clarify the extent to which 
organisational culture explains leadership behaviour among professionals working at PHCCs, 
including contributions from the location and the size of the PHCC. The software printed the 
path coefficients (β) and the R2 values on the diagrams. After bootstrapping, the t tests 
indicated that all the path coefficients and R2 values were significantly different from zero at 
α = .05 (see Appendix S). Evidence is provided to support H#4, that organisational culture 
explains a significant proportion of the leadership behaviour among professionals working at 
PHCCs.  
The effect of organisational culture on leadership behaviour was relatively moderate (β = 
.397, R2 = .15.8%). A high proportion of the variance in organisational culture (R2 = 83.6%) 
was explained mainly by supportive culture (β = .824) and less by innovative culture (β = 
.231). The bureaucratic culture item had a negative effect (β = -.124). Leadership behaviour 
was reflected, mainly, by Consideration (β = .775, R2 = 60.1%) and less by initiation structure 
(β = .659, R2 = 43.5%).  
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Figure  6.6 Model to explain the extent to which Organisational Culture explains Leadership Behaviour among professionals working at PHCCs  
Note: Leadership Behaviour; CONS, Consideration; INST, Initiation Structure; ORGAN, Organisational Culture; INNO, Innovative; SUPP, Supportive; 
BURC, Bureaucratic. 
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6.3 Part II Qualitative result 
The second part of this chapter presents the results of the thematic analysis of the transcripts; 
they were derived from the semi-structured interviews with the PHC professionals and the 
focus group of leaders. The participants’ verbatim quotations (in italics) are tabulated and 
included in the text to provide the evidence for three primary themes: 1: training and 
development; 2: leader’s competence; and 3: management and culture. The quotations that 
provide the evidence for the primary themes were partitioned into sub-themes. Each sub-
theme was represented by a specific manifestation of the primary theme. Additionally, there 
was a comparison of the results between two groups (the large PHCC and the small PHCC 
participants). The quantitative results showed significant differences in terms of the size of 
the PHCC; small PHCCs were more satisfying to work than were large PHCCs. The 
researcher investigated further this result to identify any differences in the qualitative data. In 
addition, each theme included the focus group result; the focus group participants were 
explored and explained in the findings of the quantitative and qualitative interview results of 
the first two phases. The discussion also revealed the best change in the area, was based on 
the evidence drawn from this study; additionally, it supported the researcher’s design of the 
managerial framework.   
6.3.1 Training and development 
The evidence for Theme 1 (training and development) is tabulated in Tables 6.13 and 6.14. 
Overall, this theme reflected the PHCC professionals need for more training and development 
to satisfy their interests in updating their knowledge and skills. The limited opportunities 
were emphasized by statements from the PHCC professionals working at both small and 
large PHCCs. For example, one participant noted that the sectors did not provide training or 
any sort of education; there are no training programs; people are not satisfied with 
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continuous education. Although one PHCC professional at a small PHCC commented that 
there is some opportunity to participate in activities or workshop and health education, but 
we have to pay. A lack of transparency during the submission of the participants’ requests for 
training was indicated by two PHCC professionals at large PHCCs. They stated that the 
circulars seem…to be confidential, and we need a clear process and more transparency 
during the submission of requests for training (Table 6.13). The lack of confidence in the 
supervisors and the organisation appeared to lead to perceptions of favouritism, a difficult 
application processes, and unclear pathways, while opportunities that did exist were 
advertised too late.   
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Table  6.13 Theme 1: Training and Development (Interviews with PHC professional) 
PHCC Quotation Sub-theme 
Large The primary health care is neglected and the 
authority and sectors did not provide training or 
any sort of education…the score…can be actually 
less than 2. Continuing education received a 1-2 
score because most of courses had old scientific 
content and it is repeated yearly, as a 
routine…what was said last year [is also said]…the 
following year and there is no renewal. 
Limited 
opportunities 
for training  
Large I feel the result is not realistic and must be less than 
this, [especially] in terms of continuing education, 
where there are no training programs. 
Limited 
opportunities 
for training 
Small [There needs to be the] opportunity for 
professionals…to learn [more] or establish your 
work. 
Limited 
opportunities 
for training 
Small I agree that people are not satisfied with continuous 
education. And the staff should be educated so they 
can manage with the community and their 
work…they do not know how they will give good 
current quality of care to the community. And it is 
important. 
Limited 
opportunities 
for training 
Small  [There are] some opportunity to participate in 
activities or workshops and health education, but 
we have to pay. 
Opportunities 
for training 
Large Circulars seem to me to be confidential…[with] a 
monopoly for people who are well known, some sort 
of favouritism. 
Lack of 
transparency 
Large We need a more clear process and transparency 
during the submission of requests for training via 
the website, where you can follow your application 
and link it with the eligibility criteria, as shown in 
the website, because we are upset. If we have this 
clarity and transparency it will remove nepotism 
and habits that give my right to others by virtue of 
the same knowledge. If that occurs it will increase 
our satisfaction. 
Lack of 
transparency 
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Three leaders at the focus group emphasized that training and development needed more 
focus. They emphasised that by stating that there is no clear vision of training; there is no 
plan for training; although there is a written vision…the revelation of this vision in the 
strategic plan does not exist. One leader argued that the lack of funding was a problem, 
indicating that nearly SAR 48 million is a budget for the appropriate training, but the current 
budget for training is only SAR 2 million. Two leaders highlighted that training was a shared 
responsibility; they indicated that selection is based on known influential people who work in 
the sectors, and the sectors and directorate departments do not convey or pass what they had 
in the training on to the PHCC workers. These comments (presented in Table 6.14) implied 
that efforts to implement training across departments were ineffective. One leader suggested 
that a systematic approach to training is needed, commenting that the bottom line to build the 
training needs should be based on an analysis of the actual job description.   
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Table  6.14 Theme 1: Training and Development (Focus Group with Leaders) 
Quotation Sub-theme 
I agree with the points of the participants in this study that the 
training needs to be developed…I also support the view that 
there is no clear vision for training, which affects the outcomes 
of this organisation. Indeed, we have to assess the need for 
training, conduct the training, and then assess the performance 
or impact of this need or training if we want to achieve effective 
training. 
Training and 
development 
needs more 
focus 
I have the conviction that there is no plan for training in this 
organisation. 
Training and 
development 
needs more 
focus 
There is a written vision, but the revelation of this vision in the 
strategic plan does not exist and the solutions that we need 
include a re-training plan in the Asir Region. 
Training and 
development 
needs more 
focus 
16000 employees need to be trained, after the exclusion of 
certain administrative jobs…the focus on professional training. 
Each employee costs SAR 3000, which is nearly SAR 48 million 
as a budget for training…the current budget for training is only 
SAR 2 million.  
Lack of training 
due to limited 
funding 
Due to the lack of budget funding, selection is based on knowing 
influential people who work in the sector…they convey what they 
learn into the field by conducting training for the PHCCs. 
Training is the 
responsibility 
of more than 
one sector/ 
department 
It is better to train the workers in the field rather than your idea 
to train influential professionals, because the sectors and 
directorate departments do not convey or pass on to the PHCCs 
workers what they learnt in the training. Therefore, the cycle is 
not complete when you look for influential workers without clear 
regulations and rules to be assured that they will train PHCC 
workers. 
Training is the 
responsibility 
of more than 
one sector/ 
department 
The bottom line for building the training needs are based on an 
analysis of the actual job descriptions. 
 
Systematic 
approach to 
training is 
needed  
 
  
 158 
 Chapter 6 Results 158 
 
6.3.2 Leader’s competency 
The evidence for Theme 2 (leader’s competence) is tabulated in Tables 6.15 and 6.16. The 
PHCC professionals’ perceptions of their leaders’ were classified under two subthemes: 
Managers do not have leadership qualities/skills, and Managers do not understand. The 
subthemes reflect the overall theme, namely, that the PHCC professionals thought that their 
leaders were incompetent. Their lack of leadership qualities/skills was reflected in the 
statements that they do not have the leadership qualities and skills; also the experience or 
skills to lead a team…sometimes they are not trained or qualified or have no experience 
(Table 6.15). 
Table  6.15 Theme 2: Leaders’ Competence (Interviews with PHCC professional) 
PHCC Quotation Sub-theme 
Large Managers are not trained to lead or for that 
position…they are not trained in leadership and most of 
them are appointed to that position of director. They do 
not have leadership qualities and skills [or]…the 
experience or skills to lead a team. 
Managers do 
not have 
leadership 
qualities/skills 
Large We cannot expect any quality of work from these 
managers; they do not have the knowledge. Therefore, 
work quality, according to the standards, is far away. 
Sometimes they are not trained or qualified or have no 
experience, also they do not know when our work is 
good and right or not…I remember one day the driver 
was a director of our centre…there is no plan to 
conduct the work as required. 
Managers do 
not have 
leadership 
qualities/skills 
Large PHCC managers do not like to interfere in our work 
due to their lack of understanding of what is going on; 
they do not have the background, even the 
administrative process, such as departmental orders 
from Medical Supply. What they are interested in or 
what is important to them usually is complaints from 
patients or their relatives. 
Managers do 
not understand 
Small Managers are good and friendly…they understand our 
needs…We face problems with them in understanding of 
the technical work. 
Managers do 
not understand 
Small In general, 95 percent of the problems are due to a 
misunderstanding of the work, which impacts on the 
workers and on the work of the PHCC. 
Managers do 
not understand 
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Table  6.16 Theme 2: Leaders’ Competence (Focus Groups with Leaders) 
Quotation Sub-theme 
There are shortages of qualified and trained primary health 
care directors, which really affect the performance of the 
centres and they cannot create a suitable environment for the 
workers. 
Shortage of 
qualified 
managers 
Some directors have no knowledge about primary health care 
programs or the scope of the offered service at these centres. 
Managers are 
incompetent 
PHCCs are small compared to other health care facilities and 
we rely on a leader who builds teamwork and brings us 
together, but the current reality is the opposite. 
Managers are 
incompetent 
The solution is to train and qualify managers and set 
conditions for each of the people appointed by the 
management, and re-qualify all managers and directors of 
PHCC sectors. 
Managers need 
more training 
 
The leaders’ lack of understanding was reflected by statements: managers do not like to 
interfere in our work due to their lack of understanding of what is going on; we face 
problems with them in understanding the technical work; and, in general, 95 percent of the 
problems are due to a misunderstanding of the work, which impacts on the workers and on 
the work of the PHCC (Table 6.15).  
The comments of the leaders in the focus group indicated that they agreed with the PHCC 
professionals, namely, that some managers were incompetent, and this had a deleterious 
impact on the working environment (see Table 6.16). A lack of competent managers was 
revealed by such comments as: there are shortages of qualified and trained primary health 
care directors. The incompetency of the leaders was emphasized by the following comment: 
some directors have no knowledge about primary health care programs or the scope of the 
offered service at these centres, and we rely on a leader who builds teamwork and brings us 
together, but the current reality is the opposite. One leader suggested that the solution to this 
problem is to re-qualify all managers and directors of PHCC sectors, the implication being 
that more management training is required (Table 6.16). 
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6.3.3 Management and culture  
The evidence for Theme 3 (management and culture) is presented in Tables 6.17 and 6.18. 
The participants emphasized that health care management in a PHCC has an impact on the 
culture of the workplace. Additionally, the ways of managing PHCCs and the culture of the 
organisation can affect the satisfaction the PHCC professionals. The participants from large 
PHCCs appeared to be the most dissatisfied. Their criticisms of their management and culture 
were classified under four headings: (a) bureaucratic culture (i.e. the central problems are the 
bureaucratic procedures, and I would affirm that the bureaucratic culture is the dominant 
culture of the Saudi Health care system); (b) centralised authority (i.e. they will not devolve 
their powers); (c) lack of encouragement (i.e. encouragement is the last thing we expect from 
our leader); and (d) restriction of personal freedom (i.e. the current situation is a restriction 
of personal freedom, this includes the lack of participation, of opinion or decision, in our 
workplace. On the other hand, the supportive culture was noted (i.e. Generally speaking, if 
there is a supportive culture it will give confidence to the workers, and personal freedom. I 
am confident that the result of the questionnaire is most suitable for PHCC environment) 
(Table 6.17).  
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Table  6.17 Theme 3: Management and Culture (Interviews with PHCC professionals) 
PHCC Quotation Sub-theme 
Large The central problems are the bureaucratic 
procedures in any application. For example, the 
long process…for applications for leave, one of 
our rights, can easily be lost. Then, as an 
employee, they ask you to reapply for new 
leave. This affects us; we are tired of the 
pressure of work, and these behaviours worsen 
it. 
Bureaucratic 
culture 
  
Large I would affirm that bureaucratic culture is the 
dominant culture of the Saudi health care 
system and primary health care centres in the 
Asir region. The leaders at the highest level 
support the arbitrariness of the sector directors 
and the PHCC managers. And they neglect our 
explanation of the issues. 
Bureaucratic 
culture   
Large  Generally speaking, if there is a supportive 
culture it will give confidence to the workers, 
and personal freedom. I am confident that the 
result of the questionnaire is the most suitable 
for the PHCC environment. 
Supportive 
culture  
Small The bureaucratic result was high; some rules 
are good, but the process is not. 
Bureaucratic 
culture  
Small PHCC environments are bureaucratic…Some-
things are definite; the presence and extent of 
the long procedures are really tedious and 
affect the workers satisfaction…when they are 
looking for their rights and they will not get it 
easily…this is the reason that I said there is 
bureaucracy and a lack of confidence in the 
manager. 
Bureaucratic 
culture   
Large There is discredit from the PHCC managers. 
They will not devolve their powers, but support 
the hierarchy in their management. 
Centralised 
authority   
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(Continued from Table 6.17) 
PHCC Quotation Sub-theme 
Large Giving the opportunity to workers to do what 
they think to be the right thing is a supportive 
environment…PHCC managers, who share the 
decisions with the team, can reflect on our 
PHCC productivity. 
Centralised 
authority 
Large Encouragement (when compared to 
punishment) is not there; in 
summary…encouragement is the last thing we 
expect from our leader. 
Lack of 
encouragement 
Large There is a working system that makes you and 
your manager as executives, working in one 
direction to do the work…but the complexity 
occurs because praise and recognition is 
something personal. When managers deal with 
workers, based on their relations…something is 
based on his desire only. 
Lack of 
encouragement 
Large There is no personal freedom, and the current 
situation is a restriction of personal freedom; 
this includes the lack of participation, of our 
opinion or decision, in our workplace and what 
we see as the best in our work. 
Restriction of 
personal 
freedom   
Small All negative aspects…there is no participation 
in decision-making…decisions come to us as 
orders. 
Decision 
making 
Small Some control over responsibility and extra 
responsibility is acceptable, but sometimes we 
cannot handle it. 
Responsibility 
Small The praises of leaders and colleagues are good. Praise 
  
Table  6.18 Theme 3: Management and Culture (Focus Group with Leaders) 
Quotation Sub-theme 
We tried to control the way PHCCs are managed as the 
managers are not qualified. Additionally, the managers 
need to have the ability to share the decisions with the 
team…[and] have knowledge of the PHCC programs. 
Managers do not 
have leadership 
skills 
Most of the procedures are quite long and…need some 
revision. 
Procedures need 
revision 
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The PHCC professionals’ comments about their management and culture at small PHCCs 
were classified into three groups: (a) decision-making (i.e. There is no participation in 
decision-making…decisions come to us as orders.; (b) responsibility (i.e. Some control over 
responsibility and extra responsibility is acceptable, but sometimes we cannot handle it); and 
(c) praise (i.e. The praises of leaders and colleagues are good (Table 6.17). 
Two comments by the leaders at the focus group concurred with the PHCC professionals. 
One leader re-iterated the subtheme that managers do not have leadership skills, stating that: 
the managers are not qualified. Another leader suggested that a change was needed in the 
system, as most of the procedures are quite long and…need some revision (Table 6.18). 
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6.4 Part III: Triangulation 
A triangulation of the quantitative and qualitative data showed the following outcomes. 
Model I indicated a statistically significant effect of leadership behaviour on job satisfaction 
with a high effect related to size. Most of the variance in job satisfaction was explained by 
consideration, praise and recognition.  
Model II indicated that the effect of organisational culture on job satisfaction was also 
statistically significant, but the effect of size was relatively moderate. A high proportion of 
the variance in organisational culture was explained mainly by supportive culture, and less by 
innovative culture, while bureaucratic culture had a negative effect on job satisfaction. The 
thematic analysis of the interviews and focus group transcripts were generally consistent with 
this model. The bureaucratic culture was reported as dominating the system (i.e. I would 
affirm that bureaucratic culture is the dominant culture of Saudi Health care system, and 
Dealing environments in PHCC are bureaucratic…Some things are definite; the presence 
and extent of the long procedures are really tedious and affect the workers 
satisfaction…when they are looking for their rights and they will not get it easily…this is the 
reason that I said there is bureaucracy and a lack of confidence in the manager. 
The qualitative data showed that limited consideration, praise and recognition also resulted in 
low levels of job satisfaction (i.e. They neglect our explanation of issues; There is no 
personal freedom; and Discredit from the PHCC managers. They will not devolve their 
powers, but support the hierarchy in their management. The interviewees also reported that: 
Encouragement is the last thing we expect from our leader; There is no participation in 
decision-making…decisions come to us as orders; Leaders’ behaviour affects more than 
satisfaction as leaders can change the behaviour of the team and all members.  
Furthermore, the qualitative study raised several issues about the limited training of the 
leaders, which were not reported in the quantitative study (i.e. PHCC Managers are not 
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trained to lead or for that position…they are not trained in leadership and most of them are 
appointed to that position of director. They do not have leadership qualities and skills 
[or]…the experience or skills to lead a team. The leaders’ focus group confirmed that: There 
are shortages of qualified and trained primary health care directors, which really affect the 
performance of the centres, and they cannot create a suitable environment for workers; and 
some directors have no knowledge about primary health care programs or the scope of the 
offered services at these centres. 
Model III indicated that the effect of organisational culture on leadership behaviour was 
statistically significant, but the effect of size was relatively moderate. A high proportion of 
the variance in organisational culture was explained, mainly, by supportive culture, whereas, 
as indicated in Models I and II, bureaucratic culture had a negative effect. This outcome was 
supported by the qualitative data in which there was a call for a supportive environment (i.e. 
Giving the opportunity to workers to do what they think to be the right thing is a supportive 
environment…PHCC managers, who share the decisions with the team, can reflect on our 
PHCC productivity. Tables 6.19 (p.169), 6.20 (p.170) and 6.21 (p.170) show the mixed 
method inferences. Overall, the triangulation of the quantitative and qualitative data indicated 
that a supportive organisational culture is associated, highly, with consideration by the 
leaders towards their workers. In contrast, a dominating bureaucratic culture has a strong 
negative effect on the behaviour of the leaders, resulting in their reduced consideration 
towards their workers.  
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6.5 Summary 
Based on the responses to the questionnaire, evidence was provided using factor analysis and 
reliability analysis to support H#1: Reliable variables could be operationalized from the 
questionnaire item scores provided by professionals working at PHCCs.  
Eight dimensions of job satisfaction, two dimensions of leadership behaviour, and three 
dimensions of organisational culture were reliably measured at the scale/interval level. They 
were operationalized using 79 of the item scores provided by the 550 participants. Six items 
were deleted because their factor loadings were weak. The reliability of the dimensions was 
indicated by Cronbach's alpha = .635 to .938. Convergent validity was indicated by the high 
average variance, explained by the indicators in each dimension (55.0% to 61.8%).  
Evidence was provided using ANOVA to support H#2: Statistical models can be constructed 
to indicate that demographic factors explain a significant proportion of the variance in job 
satisfaction and organisational culture among the professionals working at PHCCs. 
Significant effects were indicated with respect to age, experience, and size of PHCC. The 
mean job satisfaction scores tended to increase systematically with respect to age. The 
correlation analysis revealed that job satisfaction, due to scheduling, professional 
opportunities, and co-workers, were significantly correlated with the age (years) of the 
participants. The mean scores for job satisfaction also tended to increase systematically with 
respect to experience. With respect to the size of the PHCCs, the mean scores for job 
satisfaction tended to be higher for the participants from the smaller PHCCs with 30 or less 
staff. 
Evidence was provided using PLS path analysis to support H#3: Statistical models can be 
constructed to indicate that leadership behaviour and organisational culture explain a 
significant proportion of the variance in job satisfaction among professionals working at 
PHCCs. The effect of leadership behaviour and organisational culture on job satisfaction 
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were, however, relatively moderate. Further, 15.3% of the variance in job satisfaction was 
explained by the variance in leadership behaviour. The effect of organisational culture on job 
satisfaction was also relatively moderate (17.4% of the variance was explained). The most 
important reflection of job satisfaction, as perceived by the participants, was praise and 
recognition. The results of the multiple linear regression and structural equation modelling 
could not be used to support H#3 due to methodological difficulties.  
The evidence from the PLS path analysis supported H#4: A statistical model can be 
constructed to indicate that organisational culture explains a significant proportion of the 
leadership behaviour among professionals working at PHCCs. The effect of organisational 
culture on leadership behaviour was relatively moderate (15.8% of the variance was 
explained). The most important reflection of leadership behaviour, as perceived by the 
participants, was consideration. The most important reflection of organisational culture, as 
perceived by the participants, was supportive culture (β = .824). The results of the multiple 
linear regressions and the structural equation modelling could not be used to support H#4 due 
to methodological difficulties. 
Based on the results of the qualitative analysis of the interview and focus group transcripts, 
evidence was identified to indicate: (a) that the PHCC professionals perceived that they 
needed more training and development to satisfy their interests in updating their knowledge 
and skills; (b) that some managers do not have the necessary leadership qualities/skills, and 
demonstrate a lack of understanding, implying that they require more training; and (c) that 
the PHCC culture is hampered by bureaucracy, centralised authority, lack of encouragement, 
restriction of personal freedom, and limited decision-making. The triangulation indicated that 
the findings of the qualitative study were generally consistent with the outcomes of the PLS 
path models.  
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In conclusion, the results from the current study indicated that the participants worked in a 
professional environment, where they recognised the importance of human caring qualities, 
including praise and recognition, consideration, support, and the need for more training with 
respect to their perceptions of job satisfaction, leadership behaviour, and organisational 
culture.  
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Table  6.19 Leadership Behaviour and Job Satisfaction Quantitative Data, Qualitative Data, and Inferences 
Quantitative findings Qualitative findings Inferences 
There was a clear, but relatively moderate, effect of 
leadership behaviour on job satisfaction (β = .391, R2 = 
.153), implying that 15.3% of the variance in job 
satisfaction was explained by the variance in leadership 
behaviour, namely:  
• A high proportion of the variance in leadership 
behaviour (R2 = 66.6%) was explained by 
consideration (β = .605);  
• A smaller contribution was explained by 
initiation structure (β = .228).  
The most important reflection upon job satisfaction was 
praise and recognition (β = .887, R2 = 78.6%).  
The less important reflections upon job satisfaction were:  
• Control and responsibility (β = .598, R2 = 
35.7%);  
• Interactions and opportunities (β = .518, R2 = 
26.8%);  
• Co-worker satisfaction (β = .488, R2 = 23.8%);  
• Professional opportunities (β = .450, R2 = 
20.2%);  
• Extrinsic (β = .426, R2 = 18.1%). 
The effect of size reflecting upon job satisfaction was 
relatively small (less than 10%):  
• Scheduling (β = .310, R2 = 9.6%); 
• Balance of family and work (β = .275, R2 = 
7.5%).  
“Lack of encouragement (when compared to punishment) is not 
there; in summary…encouragement is the last thing we expect 
from our leader.” 
There is a working system that makes you and your manager as 
executives, working in one direction to do the work…but the 
complexity occurs because praise and recognition is something 
personal. When managers deal with workers, based on their 
relations…something is based on his desire only”. 
“There is no participation in decision-making…decisions come 
to us as orders”. 
 “Leaders’ behaviour affects more than satisfaction as leaders 
can change the behaviour of the team and all members”  
“Managers are not trained to lead or for that position…they 
are not trained in leadership and most of them are appointed to 
that position of director. They do not have leadership qualities 
and skills [or}…the experience or skills to lead a team” 
“In general, 95 percent of the problems are due to a 
misunderstanding of the work, which impacts on the workers 
and on the work of the PHCC” 
“During 20 years of my work experience I had only one 
training program and I am the one who look for the program… 
but after that it was difficult process to follow…. I know the 
knowledge is updating but I cannot do anything if the 
responsible persons did not look for this update  and never 
been trained” 
 “Some control over responsibility and extra responsibility is 
acceptable, but sometimes we cannot handle it”  
Leadership behaviour 
Managers’ behaviour does affect workers satisfaction, 
particularly when they do not understand the nature of the 
work or lack the necessary skills, but use power and control 
to overcome their lack of competency. 
• Workers are concerned about the behaviour of their 
managers, which adversely influence their satisfaction. 
 
• Managerial behaviours contribute to a lack of 
confidence amongst the workers. There is a sense that 
some managers lack an understanding of the workplace 
and that this results in a failure to communicate clearly 
the purpose of the organisation. Rigid (compensatory) 
behaviours amongst managers contribute to worker 
dissatisfaction. 
 
• There is also a sense that managers who lack the 
necessary skills to manage the worker’s performance 
contribute to a sense of unfairness in work allocations, 
which appear to reward those who contribute least; this 
contributes to dissatisfaction.  
 
• This is particularly highlighted in regard to access to 
training where workers perceive that such access is 
used to reward poor behaviours and performance. This 
also contributes to the sense of unfairness, which 
impacts on satisfaction.  
 
• Finally, a lack in the manager’s ability to properly 
understand the work environment and to properly 
evaluate the work of individuals leads to inconsistency 
and perceived injustice in the provision of praise and 
recognition, which further contributes to 
dissatisfaction. 
 
Leaders focus group  
“There are shortages of qualified and trained primary health 
care directors, which really affect the performance of the 
centres and they cannot create a suitable environment for 
workers” 
“Some directors have no knowledge about primary health care 
programs or the scope of the offered service at these centres” 
“Due to the lack of budget funding, selection is based on knowing 
influential people who work in the sector…they convey what they learn 
into the field by conducting training for the PHCCs” 
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Table  6.20 Organisational culture and Job Satisfaction Quantitative Data, Qualitative Data and Inferences 
Quantitative findings Qualitative findings Inferences 
The effect of organisational culture on job satisfaction was 
relatively moderate (β = .417, R2 = .17.4%): 
• A high proportion of the variance in organisational 
culture (R2 = 81.1%) was explained, mainly, by 
supportive culture (β = .910);  
• Less by innovative culture (β = .108); 
• Bureaucratic culture has a negative effect (β = -.114).  
 
The most important reflection upon job satisfaction was: 
• Praise and recognition (β = .886; R2 = 78.6%).  
The less important reflections included:  
• Control and responsibility (β = .597, R2 = 35.6%);  
• Interactions and opportunities (β = .518, R2 = 
26.8%);  
• Co-worker satisfaction (β = .489, R2 = 23.9%); 
• Professional opportunities (β = .450, R2 = 20.3%);  
• Extrinsic (β = .428, R2 = 18.2%).  
The effect sizes were relatively small (less than 10%) for:  
• Scheduling (β = .310, R2 = 9.6%);  
• Balance of family and work (β = .274, R2 = 7.5%).  
 
“I would affirm that bureaucratic culture is the dominant 
culture of Saudi Health care system and primary health care 
centres in the Asir region. The leader of high authority they 
support the arbitrariness of sector directors and PHCC 
managers. And they neglect our explanation of issues”. 
“There is no personal freedom, and the current situation is a 
restriction of personal freedom; this includes the lack of 
participation, of our opinion or decision, in our workplace and 
what we see as the best in our work”. 
“Bureaucratic result it was high some rule is good but the 
process is not” 
“There is discredit from the PHCC managers. They will not 
devolve their powers, but support the hierarchy in their 
management” 
“The praises of leaders and colleagues are good”  
Leaders focus group  
“Most of the procedures are quite long and…need some 
revision.” 
 
Organisational culture 
Organisational culture has a significant impact on job 
satisfaction. In particular, supportive organisational 
environments are positively associated with satisfaction 
compared with rigid or bureaucratic approaches.  
• Workers are concerned that the existing 
predominant bureaucratic culture contributes 
to their sense of disempowerment, injustice 
and devaluation; this results in poor 
satisfaction. 
• Workers perceive that bureaucratic cultures 
inhibit creativity, particularly when associated 
with rigid and prolonged processes. This 
disconnect between the focus of the 
organisation’s activities and the administrative 
systems intended to support them, lead to 
frustration and a sense of futility that 
contributes to poor job satisfaction. 
• When workers perceive that they have little 
role in decision-making this contributes to the 
sense that they are devaluated; this in turn 
contributes to a relative lack of job 
satisfaction. 
• The strongest factor identified in this research 
relates to a perceived lack of appropriate 
praise and recognition. This contributes to 
their perception of devaluation and injustice, 
which also reduces satisfaction. 
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Table  6.21 Organisational culture and leadership behaviour Quantitative Data, Qualitative Data and Inferences 
Quantitative findings Qualitative findings Inferences 
The effect of organisational culture on leadership behaviour was 
relatively moderate (β = .397, R2 = .15.8%).  
• A high proportion of the variance in organisational culture 
(β = 83, 6%);  
• These was explained mainly by supportive culture (β = 
.824);  
• Less by innovative culture (β = .231); 
• Bureaucratic culture had a negative effect (β = -.124);  
• Leadership behaviour was mainly reflected by 
consideration (β = .775, R2 = 60.1%);  
• Less by initiation structure (β = .659, R2 = 43.5%).  
 
“Dealing environments in PHCC are bureaucratic… 
Something are definite; the presence and extent of the long 
procedures are really tedious and affect the workers 
satisfaction…when they are looking for their rights and 
they will not get it easily…this is the reason that I said 
there is bureaucracy and a lack of confidence in the 
manager” 
Giving the opportunity to workers to do what they think to 
be the right thing is a supportive environment…PHCC 
managers, who share the decisions with the team, can 
reflect on our PHCC productivity. 
Organisational culture and leadership behaviour 
These studies also demonstrate an association between the 
culture of the organisation and the behaviours of the PHCC 
leaders toward their workers:  
• A supportive culture is highly associated with 
‘consideration’ by leaders toward their workers.  
• Bureaucratic culture had a strong negative effect on 
the behaviours of the leaders, resulting in reduced 
consideration and initiating structure. 
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Chapter 7 Discussion 
7.1 Introduction  
The purpose of the current sequential explanatory mixed methods study was to 
improve individual and organisational performance in Saudi Arabia’s PHCCs. The study 
sought to identify the relationship between organisational culture, leadership behaviour and 
job satisfaction. The objectives that underpinned the aim of this study were: (1) to identify the 
effects of the demographic factors of the professionals working at PHCCs on job satisfaction 
and organisational culture; (2) to identify the relationship between organisational culture and 
job satisfaction; (3) to describe how the leadership behaviour influences job satisfaction; (4) 
to identify the relationship between organisational culture and leadership behaviour; and (5) 
to design a managerial framework to improve the performance management of PHC in Saudi 
Arabia. 
The rationale for the study was that previous studies in the PHC sector had indicated that 
ineffective leadership behaviour and a negative organisational culture may lead to dissatisfied 
employees (Al-Ahmadi & Roland, 2005; Zazzali et al., 2007). Further, the challenges of an 
increasingly competitive and regulated environment were placing this sector under stress and 
required the leaders of PHC organisations to align themselves with new initiatives, including 
adjustments to organisational cultures (Al-Ahmadi & Roland, 2005).    
The significance of this study was to advance and enhance the development of PHCCs in 
Saudi Arabia by: (a) contributing to knowledge and understanding of the relationships 
between organisational culture and leadership behaviour, and the influence of these factors on 
the job satisfaction of PHCC professionals; (b) contributing to the growing evidence and 
literature about the effectiveness of leaders in Saudi Arabia, to which researchers and PHCC 
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professionals can refer; and (c) providing insights for senior management teams into the 
particular dimensions and patterns of leadership behaviour that may help to enhance 
individual and organisational performance in PHCCs. 
7.2 Overview of the study 
The present study utilised the explanatory sequential mixed methods design. Part one of the 
study used a quantitative survey instrument and inferential statistical analysis to measure and 
analyse the constructs of organisational culture, leadership behaviour and job satisfaction, in 
a representative stratified random sample (N = 550), drawn from the PHC professionals. Part 
two of the study involved the analysis of the transcripts of the semi-structured interviews 
undertaken with the PHCC professionals (physician, nurses, and allied health). The thematic 
analysis of the qualitative data was derived from part two of the study. Focus groups of the 
PHCC leaders were used to explain, and add insights to, the quantitative and qualitative 
results. Finally, the quantitative and qualitative results were synthesised into the design of the 
managerial framework. The framework, based on evidence drawn from results, was 
developed so that it could be applied in PHCCs in Saudi Arabia to improve individual and 
organisational performance. 
This chapter presents the empirical evidence confirming the hypothesis or belief that 
leadership behaviour and organisational culture explained a significant proportion of the 
variance in job satisfaction among professionals working at PHCCs. The most important 
predictor of satisfaction, as perceived by the participants, was praise and recognition. In 
contrast, the effects of organisational culture on leadership behaviour were relatively 
moderate. Consideration as a leadership behaviour was the most important participant 
predictor related to satisfaction, while supportive culture was the most important perceived 
predictor of PHC professional’s satisfaction. These relationships indicated that the 
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participants were affected by bureaucratic culture and initiating structure leadership 
behaviour. At the same time, the results revealed that PHC professionals were influenced 
positively when working in a professional environment that recognises the importance of 
human caring qualities (namely, praise and recognition, consideration, and support), in terms 
of their perceptions of job satisfaction, leadership behaviour, and organisational culture. The 
implications of these findings are incorporated into the managerial framework, which may 
assist to guide future PHCs in Saudi Arabia and other Arabian Gulf countries.  
7.3 Discussion of the findings 
The first phase of this mixed-methods study was a cross-sectional survey, involving the 
administration of a self-report instrument with established properties of validity and 
reliability. The second phase used qualitative methods, based on the thematic analysis of the 
focus group and individual interview data. The advantages of using an explanatory sequential 
design were evident. The results of the qualitative research helped to explain and add insights 
to the quantitative results. The qualitative explication helped to corroborate the findings from 
the statistical analysis through triangulation and facilitated the interpretation of the evidence, 
as recommended by Polit and Beck (2009). The information used to test the four hypotheses 
and the triangulation of the quantitative and qualitative data are presented in the following 
sections; they provide the empirical evidence to address the following research questions:  
RQ#1: Can reliable variables be operationalized using the questionnaire item scores provided 
by professionals working at primary health care centres (PHCCs)? 
RQ#2: What are the effects of the demographic factors of the professionals working at 
PHCCs on job satisfaction and organisational culture? 
RQ#3: To what extent does leadership behaviour and organisational culture explain job 
satisfaction among professionals working at PHCCs? 
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RQ#4: To what extent does organisational culture explain leadership behaviour among 
professionals working at PHCCs?   
The first research question was addressed using quantitative data only. The last three 
questions were more complex, and were addressed through the integration of the quantitative 
and qualitative data. Then a managerial framework was constructed to improve the 
dimensions and patterns of the PHC in Saudi Arabia, based on evidence-based management 
findings that enhanced individual and organisational performance in PHCCs.  
7.3.1 Operationalization of variables   
Based on the responses to the questionnaire, evidence was provided using factor analysis and 
reliability analysis to support RQ#1 and its associated research hypothesis. Reliable variables 
were operationalized from the questionnaire item scores provided by the 550 professionals 
working at the PHCCs. The reliability of the dimensions was indicated by Cronbach's alpha > 
.6. Convergent validity was indicated by the high average variance explained by the 
indicators in each dimension (≥ 50%). According to Thompson (2002), some instruments 
provide lower levels of reliability when administered to a population for which they were not 
originally developed. The results of the current study confirmed that, despite being developed 
in the USA, the instruments still provided reliably measured variables when administered to 
participants from the Saudi culture.  
The Organisational Culture Index (Wallach, 1983) confirmed that PHCCs exhibit a 
bureaucratic organisational culture, confirming the previously reported observations by 
Hammad et al., (1999) and Al-Yahya (2009). The reliable measurement of the supportive 
culture indicated that PHCCs leaders are not highly supportive of their subordinates, 
reflecting the centralisation of power. Once again this findings confirmed the previous results 
reported by Alrabiyah and Alfaleh (2010) regarding the rigid and tight control of decision-
making. The Leader Behaviour Description Questionnaire (Stogdill, 1963) confirmed the 
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reliability of two dimensions of leadership behaviour: consideration and initiating structure. 
However, the findings reflected a limited consideration, but a high level of initiating 
structure. The Job Satisfaction Survey developed by Mueller and McCloskey (1990) provided 
eight reliably measured dimensions of job satisfaction. Thus, there were relatively low levels 
of satisfaction among the PHCC workforce. In summary, the quality criteria were consistent 
with those published by other researchers, using the same instruments, but conducted outside 
of Saudi Arabia (Lok, 1997; Mueller & McCloskey, 1990; Stogdill, 1963; Wallach, 1983) 
Consequently, it was deemed appropriate to incorporate these variables in the statistical 
models in order to address the other three research questions concerning the relationships 
between job satisfaction, organisational culture, and leadership behaviour.   
7.3.2 Effects of demographic factors on job satisfaction and organisational culture   
Evidence was provided using ANOVA to support RQ#2 and its associated hypothesis. The 
demographic factors explained a significant proportion of the variance in job satisfaction and 
organisational culture among the professionals working at PHCCs. Significant effects were 
indicated with respect to age, experience, and size of PHCC. The mean job satisfaction scores 
tended to increase systematically with respect to age. Correlation analysis revealed that job 
satisfaction, due to scheduling, professional opportunities and co-workers were significantly 
correlated with the age (years) of the participants, meaning that age had a greater effect on 
professionalism, arrangement of duties over time, and co-workers. The Arabic culture gives 
respect and value to elders; this is reflected in its strong effect on the satisfaction level (Long, 
2005). The current finding is compatible with previous research findings that age, over time, 
gives a worker a stable perception of freedom in their environment and over their job (Chu, 
Hsu, Price, & Lee, 2003; Lok & Crawford, 2004). The mean scores for job satisfaction also 
tended to increase, systematically, with respect to experience. With respect to the size of the 
  
 Chapter 7 Discussion 177 
 
PHCCs, the mean scores for job satisfaction tended to be higher for participants at the smaller 
PHCCs with 30 or less staff.   
However, a previous study of an organisation with expatriate employees revealed that age 
and experience were negatively correlated with job satisfaction in Saudi Arabia (Bhuian, Al-
Shammari, & Jefri, 1996). In the Saudi health care setting, a study by Al-Ahmadi (2002) also 
showed no significant relationship between age and job satisfaction, while there was a weak 
significant correlation with experience. The participants’ qualitative data explains this 
finding, as illustrated by the following statement: The newly recruited professionals love their 
work, but the spirit of teamwork is not yet built, because they have still not developed bonds 
with the other workers, and they are afraid to make a mistake in front of other expert 
professionals”. Therefore, it can be posited that the PHCC professionals’ satisfaction 
improves over time and as they settle into the organisation.  
Other factors, such as the mean organisational culture score, were significantly higher for the 
participants working at PHCCs in rural locations compared to urban locations. Similarly 
mean job satisfaction and organisational culture scores tended to be significantly higher for 
participants working at smaller PHCCs and, conversely, lower for participants working at 
larger PHCCs. No previous studies had investigated the effect of the size of the health care 
organisation on job satisfaction or organisational culture in Saudi Arabia, or internationally. 
Hence, it was not possible to compare the findings of the current study to any other study. 
Nevertheless, the participants of the qualitative interviews from small centres described these 
findings as important, because “small primary health care centre professionals are satisfied 
because their working environments are likely to be more personal…we know each other 
inside and outside work. Also small sized centres have less staff and most often these centres 
are in remote and rural areas where, by nature, we have to work as a team. Similarly, 
another non-Saudi participant from a small centre clarified that: Saudi Arabian culture and 
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religion is conservative which restricts communication to others; therefore, we can only 
communicate with friends at work. If we have…conversations [with them we] will know more 
about them and [there will be more] hospitality. In terms of differentiation of the 
organisation’s environment and resources, the study by Man, Lau, and Chan (2002) showed 
that there are differences. Their findings were consistent with the current results, namely, that 
the size and location of the PHCC, as well as the age and experience of the participants, were 
the most important demographic factors related to job satisfaction and/or organisational 
culture.  
The current study found that there was a correlation between age and job satisfaction, 
possibly the result of: (a) generational differences in education and value systems, and/or (b) 
a function of older workers having moved into better and more satisfying jobs as they 
advanced in their careers (Janson & Martin, 1982). Alternatively, those who disliked their 
positions may have left, leaving behind those who were more satisfied with their positions. 
Previous studies showed that several other demographic and contextual factors had a 
significant impact on job satisfaction among health care workers, namely, their level of 
education, the environmental conditions, payment, working hours, and expectations for 
promotion (Bovier & Perneger, 2003; Verschuren & Masselink, 1997). These findings signify 
that the implementation of specific interventions may help to improve the satisfaction levels 
of the dissatisfied groups of workers in health care settings.  
7.3.3 Effects of leadership behaviour and organisational culture on job satisfaction 
One of the cornerstones of the present study is the evidence that addresses the third research 
question and hypothesis. The quantitative and qualitative data were consistent with the third 
hypothesis: Leadership behaviour and organisational culture may explain a significant 
proportion of the variance in job satisfaction among professionals working at PHCCs.  
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Multiple linear regressions and covariance based structural equation modelling was not used 
to address RQ#3, or test its associated hypotheses, due to methodological constraints. 
However, evidence was provided, using PLS path analysis, that leadership behaviour and 
organisational culture explained a significant proportion of the variance in job satisfaction 
among professionals working at PHCCs. The effect of leadership behaviour and 
organisational culture on job satisfaction were, however, relatively moderate. For job 
satisfaction, 15.3% of the variance was explained by leadership behaviour. The effect of 
organisational culture on job satisfaction was also relatively moderate (17.4% of the variance 
was explained). The most important predictor of job satisfaction, as perceived by the 
participants, was praise and recognition.  
The results of the PLS path modelling were consistent with the statistical model constructed 
using multiple linear regression analysis by Tsai (2011). Tsai concluded that organisational 
culture was positively associated with leadership behaviour and job satisfaction, and that 
leadership behaviour was positively associated with job satisfaction.  
The PLS path model, however, provided new information, specifically, that a high proportion 
of the variance in organisational culture was explained, in the main, by supportive culture and 
less by innovative culture. The most important positive predictor of job satisfaction in the 
PLS path model was praise and recognition. The less important positive predictors of job 
satisfaction included control and responsibility, followed by interactions and opportunities, 
co-worker satisfaction, professional opportunities, extrinsic, scheduling and balance of family 
and work. Bureaucratic culture had a negative effect on job satisfaction. 
The results confirmed previous studies that indicated that a supportive culture, based on 
praise and recognition, promotes employee satisfaction, whereas a bureaucratic culture has a 
negative effect (Lok & Crawford, 2004; Odom et al., 1990).  
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However, it is noted that the statistical effects of organisational culture and leadership 
behaviour on job satisfaction were relatively moderate and small, respectively. The 
qualitative findings were consistent with the results of the quantitative study. Furthermore, 
the qualitative findings indicated that it was a major concern for staff; the finding gives a 
more in-depth understanding of the situation, and validates the quantitative result. For 
example, bureaucratic culture dominated the system, as seen in the following statements (i.e. 
I would affirm that bureaucratic culture is the dominant culture of the Saudi Health care 
system, and …environments in PHCCs are bureaucratic…the presence and extent of long 
procedures which are really tedious and affect the workers satisfaction…when they are 
looking for their rights and they will not get it easily…this is the reason I said there is 
bureaucracy and a lack of confidence in the manager.   
Limited consideration, praise and recognition also resulted in low levels of job satisfaction 
(i.e. They neglect our explanation of issues; There is no personal freedom; and Discredit from 
the PHCC managers. They will not devolve their powers, but support the hierarchy in their 
management. The participants also reported that: Encouragement is the last thing we expect 
from our leader; There is no participation in decision-making and decisions come to us as 
orders; Leaders’ behaviour is affecting more job satisfaction as leaders can change the 
behaviour of the team and all members. Furthermore, the qualitative study revealed issues 
about the limited training of the leaders; this data was not reported in the quantitative study 
(i.e. PHCC Managers are not trained to lead or for that position…they are not trained in 
leadership and most of them are appointed to that position of director. They do not have the 
leadership qualities and skills, or the experience or skills to lead a team. The leaders’ focus 
group confirmed that: There are shortages of qualified and trained primary health care 
directors, which really affect the performance of the centres and they cannot create a suitable 
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environment for the workers; and Some directors have no knowledge about primary health 
care programs or the scope of the offered service at these centres. 
These current findings support Al-Ahmadi and Roland’s (2005) research results. They argued 
that some of the problems in Saudi Arabia’s PHC sector, including dissatisfied employees, 
are caused by the lack of independent decision-making, linked to a lack of leadership 
effectiveness and organisational performance. However, the PHC leaders who are criticised 
in this study cannot be personally blamed for their deficiencies. They are merely displaying 
the stereotypical characteristics of many leaders in the Arab world, as described by the 
GLOBE Survey (namely, self-protective traits, including self-centredness, status-
consciousness, face-saving, and the reliance on formal bureaucratic procedures). The GLOBE 
survey of 17,300 business leaders in 62 countries concluded that the leaders’ responses were 
embedded, contextually, in the organisational norms, values, and beliefs of their own cultures 
(House, Hanges, Javidan, Dorfman, & Gupta, 2004). Consequently, the dominating 
bureaucratic culture associated with limited encouragement, consideration, praise, 
recognition, and the devolution of power are characteristics that may be unsuited to the 
satisfaction needs of PHC professionals in the twenty first century; hence, these 
characteristics merely reflect the traditional leadership styles which are widely prevalent in 
the Arab culture. 
 
7.3.4 Effects of organisational culture on leadership behaviour 
In the current study, PLS path analysis provided evidence to support RQ#4 and its associated 
hypotheses. Importantly, organisational culture explained a significant proportion of the 
leadership behaviour among professionals working at PHCCs.  
Multiple regression and SEM models were inadequate to test the hypotheses. A PLS path 
model indicated that the effect of organisational culture on leadership behaviour was 
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statistically significant, while the effect size was relatively moderate. However, the 
qualitative finding indicates and validates the effect of organisational culture on leaders’ 
behaviour. A high proportion of the variance in organisational culture was explained mainly 
by supportive culture, and bureaucratic culture had a negative effect. These results confirmed 
the multiple linear regression model developed by Tsai (2011), which showed that 
organisational culture was positively correlated with leadership behaviour. The most 
important predictor of leadership behaviour, as perceived by the participants in the current 
study, was consideration. This result confirmed the results of a previous study (Lok & 
Crawford, 2004) which was undertaken in Hong Kong and Australia, namely, that 
consideration leadership behaviour is beneficial for improving the working environment.  
This finding was supported by the qualitative data (i.e. Giving the opportunity to workers to 
do what they think to be the right is sort of a supportive environment…PHCC managers, who 
share the decisions with the team, are through the leader…which can reflect on our PHCC 
productivity…Supportive culture will give confidence to workers, and personal freedom. I am 
confident that the result of the questionnaire is suitable for the PHCC environment. These 
findings indicated that a supportive organisational culture is highly associated with the 
consideration of the leaders toward their workforce. In contrast, a dominating bureaucratic 
culture had a strong negative effect on the behaviours of leaders resulting in their reduced 
consideration.  
 
Summary  
The discussion of the mixed method research findings revealed important insights into the 
context of the health management literature, particularly in PHC management. Triangulation 
revealed that the findings of the qualitative study were generally consistent with the outcomes 
of the PLS path models. The evidence showed that limited encouragement, consideration, 
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praise, recognition, and devolution of power are characteristics of PHC in Saudi Arabia, 
which is influenced by the dominant bureaucratic culture and the poorly skilled PHC 
managers. In turn, this result was associated with the dissatisfaction of the PHC professionals. 
These characteristics reflect, largely, traditional leadership behaviour, which are widely 
prevalent in Arab culture. The findings revealed that the supportive organisational culture and 
consideration leadership behaviour had a strong influence on PHC professional satisfaction.  
The overall conclusion of both the quantitative and qualitative parts of this mixed-methods 
study was that the participants worked in a professional environment where they recognised 
the importance of human caring qualities, including praise and recognition, consideration, 
and support. Further, they recognised it as important, but did not, themselves, receive it. 
There is a paradox with this scenario. The participants work in a helping profession where 
they provide care and encouragement for their patients (as one would expect); they recognise 
the need for caring, and praise and recognition, for their own satisfaction, but they do not 
receive it. Therefore, understanding the present evidence that influences the satisfaction of 
PHC professionals and the effect of organisational culture and leadership behaviour can assist 
with further strategic planning and the development of PHC in Saudi Arabia, as well as 
identify a desired future for the 
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7.4 Primary health care comprehensive improvement managerial framework 
Currently, there is a lack of theories to support the development of primary health care 
professionals as front line staff. Additionally, no previous managerial framework or model 
exists to guide the leadership development of primary health care professionals, or to predict 
the factors needed to improve the satisfaction levels of PHC professionals in the Saudi 
Arabia. The managerial framework developed as part of the current study highlighted such 
factors. These factors can positively and/or negatively affect satisfaction; hence, they have 
been incorporated into the new improvement managerial framework. The model explains and 
uses an evidence-based understanding of the professional context. Further, it recognises the 
importance of human caring qualities, including praise and recognition, consideration, and 
support, with respect to their perceptions of job satisfaction, leadership behaviour, and 
organisational culture. In addition, it presents different researchable sections for further 
empirical testing; it uses the findings of this study to build the managerial framework. The 
study outlined seven main strategies of change for the improvement of performance and the 
effectiveness of PHC. They are recommended in the proposed management framework, in 
order to enhance job satisfaction, organisational culture, and leadership behaviour. The 
changes relate to two levels: the outward (external) level and the inward (internal) level, as 
outlined in Figure 7.1.  
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 Figure  7.1 ASIR PHC comprehensive development strategic managerial frameworks 
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The two strategic levels work together to improve, overall, the PHCCs. The outward strategic 
model provides the supportive strategies from the higher Authority or level of the PHC 
organisations. At the outward level (external or macro level) there are four strategies: (1) 
awareness of community, (2) secure funding, (3) implementation of decentralisation, and (4) 
recognition of PHC. The first letter of the four strategies formed the acronym (ASIR), which 
is also the name of the region where these strategies will be implemented. The acronym is 
easy to recognise and so will be easily identified by the stakeholders. The inward strategic 
model focuses on internal change inside the PHC centres, namely at the micro-level. It 
comprises three strategies: (1) performance management, (2) human resource management, 
and (3) change management. The first letter of the three strategies, at the micro level, form 
the acronym PHC, which is also the abbreviation for Primary Health Care (PHC). Once again 
the acronym has familiarity to the stakeholders. Therefore, the ASIR framework will be 
applied in the DGHA in the Asir Region, and PHC will be applied to the PHC centres. Figure 
7.2 illustrates the comprehensive steps from evidence-based management to the effective 
performance improvement strategic models inward and outward of ASIR PHC managerial 
framework. Figure 7.2 illustrates, in detail, a full explanation of the PHC effective 
performance improvement strategic managerial framework.    
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Figure  7.2  ASIR PHC improvement strategic managerial frameworks 
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Table  7.1 Detailed ASIR PHC comprehensive development strategic managerial frameworks 
Literature Review  Mixed Method Findings 
Leaders Focus Group 
Findings   
Evidence Based 
Managment 
Evidence Based 
Management 
PHC  
Strategies Model 
Inward(Micro) 
 
ASIR PHC 
ASIR  
Strategies Model 
Outward(Macro) 
Control and Responsibility Performance 
Management 
• Review of industrial entitlement  
• Indicator standard  
• Manage poor performance 
• Roles vs. Responsibility   
• Role of PHC 
• Value 
• Inform Consumer 
Awareness of Community 
 
Praises and Recognition 
Human Resource 
Management 
• Awards 
• Fairness 
• Orientation  
• Professional training and 
development   
• Managers training and development  
• Allocation of fund 
for training and 
development  
• Allocation of fund 
for rewards 
program  
Secure future 
 
Training and Development 
Supportive Culture 
Change Management 
• Code of conduct  
• Vision 
• Mission 
• Values 
• Build team within team  
• Empowerment   
• Supporting strategies 
• Personal freedom 
• Equity 
• Safe environment  
• Trusting  
• Autonym 
• Freedom 
• Participation of 
subordinate in 
Decision-making  
 
Implantation of 
decentralisation Consideration Leadership 
Behaviour  
Structure Reform 
Direction focus of 
authority to PHC Recognition of PHC 
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7.4.1 Outward strategic model (ASIR)  
The strategy of the outward (Macro) model (ASIR) in the managerial framework is to provide 
advanced advocacy for PHC administration in the MOH. ASIR includes four key areas of 
change: (a) awareness of community; (b) secure funding for PHC; (c) implementation of 
decentralisation of authority; and (d) recognition of PHC. Each area of change is discussed in 
detail as follows:  
7.4.1.1 Awareness of community  
The PHC requires support from the MOH authority to explain its role to the 
community; this would give value to the PHC by informing consumers about PHC 
programs and services. The awareness strategy aims to improve the quality of care for 
the Saudi community through education and to increase awareness of all the PHC 
services. (Ministry of Health, 2010b). However, developing and delivering the PHC 
services, namely, education about the PHC programs, can promote PHC outcomes 
and improve the health of the Saudi community.  
7.4.1.2 Secure future for PHC 
It is essential that the MOH secures the future of PHCs. A secure future is an 
important strategy to accomplish the other strategies the main one being to improve 
infrastructure and to provide transparent and consistent funding. Hence, it is essential 
that the PHC environment and buildings fit or accord with the PHC quality national 
standard of the Central Board for Accreditation of Health care Institutions (CBAHI) 
in Saudi Arabia. The national standards include accessibility to buildings and facilities 
by people with disabilities, as well as having all clinic designs based on this Standard. 
This Standard can provide ease of access and a safe environment for patients and the 
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PHC professionals. In addition, a known amount of secure funding is the key to 
implementing the management strategy. Because the PHC system in Saudi Arabia is a 
public, non-profit organisation, secure funding is important for improving the 
infrastructure and the essential requirements for implementation of the training and 
education programs in the managerial framework. Additionally, secure funding 
supports a rewards and recognition strategy for all clinical and administrative staff 
working at PHCCs.   
7.4.1.3 Implementation of decentralisation of authority 
Saudi Arabia is a geographically large country, and centralisation is an obstacle to 
delegation and flexibility in meeting the needs of the local communities. The MOH 
has recognised the need for less centralisation and has worked on a new strategy to 
assist the decentralisation process; however, to date, there has been no clear policy on 
how and when this will occur (Ministry of Health, 2010b). Reducing centralisation 
will empower managers and give them more flexibility in decision-making. 
Moreover, evidence from the present study has revealed the importance of 
decentralisation in improving staff satisfaction. The current study shows that 
centralisation is one sort of bureaucratic organisational culture that dominates the 
MOH system. An improvement in the culture should develop better communication, 
this, together with greater autonomy of the staff, should facilitate and progress the 
achievement of better health outcomes for the local people.          
7.4.1.4 Recognition of PHC  
 
PHC is one of the key of levels of the Saudi health care system; however, its status 
has historically lagged behind secondary and tertiary care. With the growth in the 
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population and increases in chronic disease, it is critical that PCH receives appropriate 
recognition for its role in primary health care, disease prevention and health 
promotion. The MOH is in an ideal position to champion the cause and the value of 
PCH in its dealings with other segments of the health system, other government 
departments and, more broadly, the community. Alrabiyah and Alfaleh (2010) 
described that the focus of the Saudi health care system as curative rather than 
preventive. Today, Saudi Arabia has among the world’s top 10 highest prevalence for 
diabetes (Shaw et al., 2010). Therefore, it is important to refocus MOH leaders’ 
attention on the importance of primary care. Such leadership at the MOH level should 
assist other leaders and the community to follow the MOH’s example in championing 
and valuing primary health care.  
       
7.4.2 Inward strategic model (PHC)  
The internal changes are divided into three essential strategies: performance management 
(PM); human resource management (HRM), and change management (CM). The focus of 
these strategies is directed at the internal or micro level, namely in PHCs. 
7.4.2.1 Performance Management 
PM allows the PHC leaders and PHCCs managers to enable the staff to do their best 
work. Performance management strategy establishes the linkages between the 
managers and the PHC professionals. This relationship facilitates PHC development 
as it integrates strong linkages that build teams and teamwork. The evidence 
presented in this study highlighted four main components of the PM strategy: 
reviewing industrial entitlements; implementing indicator standards; managing poor 
performance; and clarifying the roles vs. responsibility. These components align with 
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all the PHCC workers and managers for effective performance management by 
motivating them to perform at their best with fairness and transparency. Further, it 
provides an opportunity for, among other things, self-reflection, examining personal 
and organisational goals, and examining those areas that require improvement, as well 
as the resources that are required. 
7.4.2.2 Human Resource Management  
Human Resource Management (HRM) strategies are comprehensive methods used to 
maximise the employee contribution in the organisation by aspiration and 
empowerment. The importance of this strategy is that it attracts, retains, and develops 
employees. The findings from the present study showed that the HRM strategy 
comprised rewards, recognition, training, and development, which is required to 
improve the satisfaction level of the PHC professionals. The highest and most 
important evidence of satisfaction was reward and recognition. Therefore, the 
developed strategy begins by formulating reward and recognition policies and 
strategies that encompass the fairness criteria. This then leads to improvements in the 
performance of the PHC and the satisfaction of the employees. A number of different 
reward and recognition methods need to be implemented in the system and it needs to 
be followed by the leaders and PHC managers, formally and informally. However, 
due to the lack of leadership skills, and the training for these skills, for PHC managers 
this strategy requires training and coaching for the PHC managers in how to give 
praise and recognition, as well as how to facilitate teamwork. It is acknowledged that 
to date the PHC managers have not had the opportunity to learn and develop 
leadership skills; thus, training and coaching would fulfil a noticeable void.  
The second key change for this strategy is education and development. The present 
study supports the literature that the development of staff is one of most important 
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predictors of satisfaction (Schmidt, 2007). The implementation of a development 
program would improve the knowledge, and skills, about how to manage and evaluate 
the PHCC managers and professionals. Therefore, to align all PHC professionals with 
the new vision, mission, and values of this strategy, and to the main PHC 
programmes, the workers were required to go through a general orientation. In 
addition, specific orientations for each profession in the PHC were needed to 
introduce the process by which staff would become familiar with all aspects of the 
work environment, including, but not limited to, policies, procedures, and guidelines 
of each profession.  
The development program for each profession, as suggested by the DGHA in Asir 
region during the focus group discussion, is based on the Systematic Approach to 
Training (SAT). SAT is an analysis tool for each profession-training requirement; this 
is achieved through an analysis of the job task and competency. This can identify the 
needed training for each professional group.    
The new strategy would involve all the PHC managers’ positions being ‘spilled’ and 
open to the meritorious process of selection. The existing managers would be 
encouraged to apply and, if they were suitable for the position, they would be 
reselected. This step follows two development plans for leadership skills and to 
measure the outcomes of each PHC program. The leadership skills training and 
coaching would help the managers to lead the health care organisations. Further, the 
training and coaching sessions would then be followed by workshops for the PHC 
managers and cover topics such as PHC principles, and programs, and how to use 
PHC indicators. For example, scorecards would help in the examination of the various 
aspects of the work. Consequently, it would be possible to compare the centres on the 
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performance aspects (e.g. attrition, absenteeism, number of patients seen, and the 
percentage of the coverage of immunisations for the catchment area of PHCC).  
7.4.2.3 Change Management  
The change management (CM) strategy encompasses significant processes to 
overcome or address existing management obstacles in PHC. The two main factors 
affecting PHC presented in this study were the bureaucratic culture and leadership 
behaviour, which showed a lack of consideration of the PHC professionals. In 
addition, small numbers of staff in PHC centres were identified as being more 
satisfied; hence, reforming workers into small groups inside large PHC centres would 
be expected to improve job satisfaction.  
Changing the organisational culture would require the introduction of a supportive 
culture into PHCCs through a set of guidelines and policies. The result of the present 
study revealed the need for PHC professionals to move from a bureaucratic culture to 
a supportive culture. This support would be achieved by improving teamwork, 
introducing freedom to the workers, taking on a people-oriented approach, and 
encouraging and trusting the workers. The cultural changes would also implement a 
code of conduct, a set of values, and a consistency across all PHC programs. 
Additionally, the research findings support the notion that the leadership model in 
PHC should be changed. The new strategy would enable leadership behaviours to 
demonstrate a consideration for the staff in order to motivate subordinates so that they 
could commit themselves to performance and satisfaction levels that exceeded 
expectations. The change of leadership behaviour would include an awareness value, 
which encourages subordinates to focus first on their team and the organisational 
goals, rather than focus on their own interests. Further, the change would enhance the 
leaders’ participation in relation to providing more support, encouragement, and 
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consideration. This change would produce greater positive outcomes, compared with 
the outcomes from a rigid centralised power base. Hence, supporting PHC 
professionals would promote their levels of job satisfaction.  
Finally, structural reform, based on the evidence of the present study, would promote 
the use of small sized PHCCs, as the health professionals in small PHCCs were more 
satisfied in their work. Hence, the current findings highlight the benefits of using the 
small group idea inside large PHC centres. These benefits facilitate teamwork 
experience and provide a social milieu rather than individualised work practices. They 
value the importance of self over the value of the team or the organisation. 
7.4.3 Recommendations for Implementation of Management Framework 
The implementation process of the ASIR PHC managerial framework, described 
below, will follow a Plan-Do-Study-Act (PDSA) cycle. This four–step prescriptive 
model process is used widely for testing and carrying out changes in health care 
organisations, such as the National Health Service in the UK (National Health Service 
Institute for Innovation and Improvement, 2008; Tague, 2005). The PDSA cycle is 
repeated continuously to achieve continuous improvement (see Figure 7.3). The 
PDSA cycle is based on the scientific method and moderates the impulse to take 
immediate action, without careful study. The plan phase of the cycle refers to the 
recognition of an opportunity and the planning of a change, which was the rationale 
for conducting the current study. It is important to test or pilot the change of any 
small-scale intervention because less time, money, and risk is involved if the PDSA 
cycle is implemented on a small scale before implementing it across the board 
(Langley et al., 2009). 
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The do phase of the cycle would be temporarily implemented for one year in one 
selected PHCC. The Study part of the cycle refers to the analysis of the results of the 
study phase, and to the identification of what has been learned. The act phase of the 
cycle refers to taking action based on what was learned in the study step. If the 
intervention did not work, then it would be necessary to go through the cycle again, 
but with a different plan. If the small-scale test was successful, then what was learned 
from the study can be incorporated into wider changes, into the planning of new 
improvements, and to begin the cycle again. 
 
Figure  7.3 The PDSA cycle 
Source: (Langley et al., 2009) 
 
7.4.3.1 ‘Plan’ Phase 
The plan phase of the PDSA cycle has already been conducted as part of the current study. 
The following list provides details of how the future stages of the PDSA cycle would be 
conducted, in practice. 
  
 Chapter 7 Discussion 197 
 
7.4.3.2 ‘Do’ Phase 
In the do phase, the researcher would implement a training intervention, consisting of 
seminars with the PHC leaders at the selected PHCC. The seminars would make the leaders 
fully aware of the new management strategy. The new management strategy involves a new 
comprehensive performance improvement program, and requires their obligation to comply 
with its policies and guidelines.  
7.4.3.3 ‘Study’ Phase  
During the study phase, the researcher would conduct a survey to collect and analyse the 
outcome indicators (e.g. measurements of job satisfaction, organisational culture, and 
leadership behaviour, using the methods developed in the current study).   
 
7.4.3.4 ‘Act’ Phase 
In the act phase, the researcher would analyse the results of the implementation study and 
reflect upon those findings. If the findings indicated that the intervention helped to enhance 
the outcome indicators then the recommended intervention would be implemented at other 
PHCCs; the PDSA cycle would then be continued. If the first plan was not effective, then a 
revision of intervention is needed to be planned at the same health care setting, and the PDSA 
cycle would be continued.   
7.5 Summary   
The further development of the Saudi PHC depends on an evidence-based approach to the 
system development and the management of change. The current study identified the key 
issues of concern through primary data collection, along with the distilled learnings from the 
broader literature. The researcher also drew on past experiences and networks to facilitate 
  
 Chapter 7 Discussion 198 
 
access to the PCH staff and the stakeholders, as well as to develop a framework for the future 
implementation that would suit the cultural, organisational and resource needs of the PHC in 
Saudi Arabia. The system development framework would address the issues identified by this 
research. Moreover, the framework has an appropriate structure that can be grouped into 
outward looking (Macro focus) and inward looking (Micro focus) strategies; it would also 
help to address the change management process of plan, do, and evaluate. PHC relies 
intensively on the PHC professionals to deliver the required services and care. Therefore, it is 
essential that the PHC Administration in Saudi Arabia understands the factors that influence 
PHC professional satisfaction, the related factors of the organisational culture, and the 
leadership behaviour. Consequently, attention was focused on the seven strategies that could 
influence worker’s performance to deliver the required care.     
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Chapter 8 Conclusions 
Introduction 
The purpose of the present study was to improve individual and organisational performance 
in Saudi Arabia’s Asir Region’s PHCCs. It sought to achieve this goal by identifying the 
relationship between organisational culture, leadership behaviour, and job satisfaction. The 
final chapter provides an overview of the study’s implications, limitations, and conclusion. 
Contribution 
The new MOH strategy had a significant impact on the health care system. However, there 
were no specific Saudi studies that identified the relationship between organisational culture, 
leadership behaviour, and job satisfaction within PHC. At the international level, it is very 
rare that PHC research examines all three variables together. The study fills the gap in the 
international literature, and more specifically in the Saudi context. Several findings emerged 
from the present study, namely, that leadership behaviour and organisational culture 
explained a significant proportion of the variance in job satisfaction among professionals 
working at PHCCs. The most important aspect of job satisfaction, as perceived by the study 
participants, was praise and recognition. In contrast, the effects of organisational culture on 
leadership behaviour were relatively moderate. The most important aspect of leadership 
behaviour, as perceived by the participants, was consideration. The most important aspect of 
organisational culture, as perceived by the participants, was supportive culture.  
In effect staff wanted leaders who recognised and acknowledged their contributions; they also 
wanted to work in an organisation that was supportive. The relationships, identified above, 
indicated that the participants worked in a professional environment where they recognised 
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the importance of human caring qualities, including praise and recognition, consideration, 
and support; these also related to their perceptions of job satisfaction, leadership behaviour, 
and organisational culture. The primary implication was that a different type or style of 
leadership behaviour was seen as essential to improving PHCCs; hence, this is one of the 
study’s recommendations. Additionally, it was apparent that there were no clear guidelines or 
directions for the improvement of PHC settings, services, leadership, or workers. The 
development of guidelines also became a recommendation from the study. The current 
research appears timely as it proposes a plan to assist the Ministry of Health in adopting a 
management strategy. This plan can be informed by the knowledge gained from the study of 
the organisational culture within the PHC workforce and the behaviour of those who lead the 
PHCCs.  
Finally, the study highlights the value of using both quantitative and qualitative approaches in 
research. While the findings of the two approaches were generally consistent and thus 
enabled a triangulation of the results, they also provided different perspectives for the same 
phenomenon, with the qualitative data enabling a more in-depth and richer explanation. 
Further, the leaders’ focus group discussion demonstrates the convergence of some findings 
from the mixed methods results and emphasizes key issues to be addressed by the Saudi 
MOH and the PHC centres. 
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Limitations 
The current study had a number of limitations. Firstly, the study occurred in one of 13 regions 
in Saudi Arabia and thus it could be argued that the region may not be representative of Saudi 
Arabia more broadly. In terms of the area or region where the study was conducted, it is 
noted that the Asir region is the fourth largest region in terms of population and is 
characterised by containing urban and remote areas. The results of the current research would 
have been more comprehensive if it included other regions however, such a study would have 
been outside the human and financial resources available to the project. Although there is 
some variation between regions in terms of geography, industries, and demographics, there is 
commonality in the administration of the health care system.  As PHC in Saudi Arabia has a 
highly centralised and bureaucratic structure with little autonomy in decision making at the 
field level it is contended that PHC professional satisfaction and it is relation to leadership 
behaviour and organisational culture, is likely similar across all regions in Saudi Arabia 
Future research may benefit from undertaking an investigation of PHC in additional areas of 
Saudi Arabia. 
Researcher bias is a second potential limitation, especially in the qualitative part of the study. 
The research has worked in PHC and had ‘insider status’, being known to some of the PCH 
workers and stakeholders. Therefore, respondents may have been more guarded in their 
answers or the researcher may have inadvertently used their own experiences or tasset 
knowledge when interpreting data. To reduce the potential for research bias, the participants’ 
verbatim quotes were tabulated; it was essential to provide the raw evidence, uncontaminated, 
by the researcher’s viewpoint. This action also ensured credibility (truthfulness) and 
dependability (trustworthiness), and allowed the reader to determine if the researcher 
distorted the evidence (Lincoln, & Guba, 1985). If a researcher provides only their own 
interpretation of what the participants said, without referring to their exact words, then 
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credibility and dependability are threatened. Additionally, the researcher tried to use a non-
judgmental orientation, so that his opinions did not taint the results. Accordingly, preference 
was not given to participants who agreed with the researcher's beliefs, while responses that 
were opposed to the researcher's ideas were not excluded.  Also, despite  initial concerns that 
PHC professionals might be concerned about the researchers  ‘insider status’ the research 
project seemed to be welcomed by the participants with some stating that there was a need for 
the research and for them to have the opportunity to express their views and opinions. 
Subsequently the researcher’s insider status appeared to have some benefits, yet could still be 
seen as a bias, despite attempts to minimise any bias. Two steps were followed to improve the 
trustworthiness of the research and to reduce the possible effect of investigator bias. The 
respondents validated the verbatim transcription, as they were the source of these data. 
Member checking was applied to minimise bias and to improve trustworthiness. In addition, 
researcher triangulations were applied for cross checking the data analysis and results.    
The researcher also assumed that the results of the quantitative and qualitative components of 
the mixed methods study were not limited by response bias, or the propensity of a proportion 
of the participants to provide dishonest or distorted information in questionnaires, interviews, 
and focus groups. The possibility of social desirability bias was also possible, that is, some 
participants may have consciously tried to create a favourable impression of themselves 
and/or their organisations. To this end, some participants may have deliberately emphasises 
desirable issues, while purposely neglecting adverse issues, possibly because they wanted to 
safeguard their jobs or protect the interests of their organisation (Holtgraves, 2004; Paulhus, 
1991; Zikmund, Babin, Carr, & Griffin, 2013). There was also the possibility of acquiescence 
bias, which refers to any peculiar cultural communication styles of the participants, 
particularly as they were from the Middle-East, where there is the tendency to provide 
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consistently agreeable or polarised answer patterns (Baron-Epel, Kaplan, Weinstein, & 
Green, 2010; Minkov, 2009; Smith, 2004).   
Many Arab leaders, for example, may provide biased responses to certain types of questions. 
Hofstede, Hofstede, and Minkov (2010) describe this outcome as “Cultural Dimensions of the 
Arab world”, which reflects on high levels of “Power Distance” (i.e. the extent to which an 
individual believes that power is distributed unequally) and “Uncertainty Avoidance” (i.e. the 
extent to which an individual is intolerant of insecurity and ambiguity). These dimensions 
imply that some Arab leaders perceive that they may have the personal power to develop 
rules, laws, and regulations in order to reinforce their leadership and control, as well as to 
avoid uncertainty. Nevertheless, the researcher believes that, in general, most, if not all, of the 
participants in the current study provided truthful information, because they were licensed 
professionals, who were experienced and knowledgeable about health care management in 
Saudi Arabia, and they did not have anything to hide about sensitive issues. The possibility of 
social desirability bias was considered to be minimal, because most of the participants were 
found to be very open when explaining their negative experiences of working in PHCCs; they 
did not try to gloss over the deficiencies in the system.  
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Conclusion  
The main conclusion of this study is that the participants worked in a professional 
environment where they recognised the importance of human caring qualities, including 
praise and recognition, consideration, and support, with respect to their perceptions of job 
satisfaction, leadership behaviour, and organisational culture. Many participants however, 
reported a dominating bureaucratic culture, with limited human caring qualities, leading to 
diminished levels of job satisfaction. A paradox existed where staff were working in caring 
professions for a health care organisation and yet did not feel cared for by their organisation. 
Based on the evidence, the research supports the implementation of a managerial framework 
in which all PHC leaders, with the assistance of appropriate training, can garner the 
collaboration of the health care workers towards progressive reform; this framework would 
be based upon the principles of a positive supportive culture rather than a negative 
bureaucratic culture. A quality improvement program is therefore warranted to implement 
this recommendation, based on the Plan-Do-Study-Act cycle. Additionally, future research is 
recommended to expand the significance and scope of the current study, in order to evaluate 
the management framework. 
The current study was framed in a context where its conclusions could be generalized for 
assimilation in the PHCC settings in Saudi Arabia. However, in an Arabian environment, the 
nations that constitute this culturally closely-knit group (i.e. Kuwait, Saudi Arabia, Qatar, 
Bahrain, Oman, and UAE) can be viewed, in some sense, as homogenous (AGRC, 2012). 
Thus, elements of this research may have wider regional significance and applicability. While 
embedded within the Saudi context, the findings may also offer insights to PHC in the whole 
Arabian Gulf Peninsular. In particular, the inferences from this study could be mapped onto 
Arabian institutions that share, broadly, similar cultural norms, in distinct ways. These are, in 
the main, a function of national attitudes and culture and, to a lesser extent, rest on habits and 
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local customs. The Saudi participants had brought their own views about the challenges of 
developing PHCCs and how these challenges might be overcome. The results of this study 
may provide other PHCC professionals, outside Saudi Arabia, with the means to analyse 
challenges within their own national context. Importantly, the conclusions of this study 
provide a broader view of PHC and PHCC leadership, and how they could be enhanced to 
improve health care and health care professionals’ job satisfaction, even beyond the Saudi 
boundary.   
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Appendix A  Studies reviewed in this literature  
Regional Studies 
Authors and 
Year 
Research 
method 
Sample and 
Data collection 
method 
Focus of the study 
 
 
Country Note 
Kalantan,  
Al-taweel, and 
Abdul Ghani 
(1999) 
Quantitative 302PHC physicians; 
Self-administered 
questionnaire 
Factors influencing job 
satisfaction among PHC 
physicians in Riyadh 
Saudi 
Arabia 
Questionnaire used is not explained clearly 
or validated. 
A. Al-Ahmadi 
(2002) 
Quantitative 366 hospital nurses; 
Questionnaire 
Job satisfaction in nurses working 
in MOH hospitals, Riyadh 
Saudi 
Arabia 
Overall moderate job satisfaction; Most 
important determinants: recognition, 
positively correlated with years of 
experience. 
Al-Dossary, R., 
Vail, J., & 
Macfarlane, F.  
(2012) 
Quantitative 189 hospital nurses; 
Questionnaire 
Factors influencing job 
satisfaction among nurses at 
university teaching hospital  
Saudi 
Arabia 
 Satisfied “with supervision, co-workers and 
nature of work”; dissatisfied with “pay, 
fringe benefits, contingent rewards and 
operating conditions”; Saudi nurses (n = 50) 
and non-Saudi nurses (n = 167).  
Al-Kahtani, N.  
(2012) 
Quantitative 1,022 public sector 
employees; 
Exploratory study  
 
Study of organisational 
commitment, demographic 
variables, and job and work 
related variables among 
employees in 15 Ministries in 
Riyadh 
Saudi 
Arabia 
Significant relationship between job 
satisfaction and employee commitment. 
Results collected from 15 different ministries 
with different resources. Man, Lau, & Chan 
(2002) agrees differences in terms of the 
environment, resources and managers’ 
behaviour.  
Al-Ahmadi 
(2009) 
Quantitative 923/1834 hospital 
nurses; 
 
Factors affecting performance of 
15 hospital nurses in Riyadh 
Region 
Saudi 
Arabia 
Job performance positively correlated with 
organisational commitment, job satisfaction. 
Job satisfaction strong predictor of nurses’ 
performance.  
Job performance positively related to 
personal factors (e.g. years of experience, 
nationality, gender, marital status). Level of 
education negatively related to performance. 
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International studies 
Authors and 
Year 
 
Research 
method 
 
Sample and 
Data collection 
method 
Focus of the study 
 
 
Country 
 
 
Note 
 
 
Cowin, L. 
(2002) 
 
 
 
Qualitative 
Multi-group 
longitudinal 
design 
442 (110 newly 
graduated/332 
experienced; 
The effects of nurses' job satisfaction 
on retention: an Australian 
perspective 
NSW, 
Australia 
Professional status, autonomy, and 
remuneration related to job satisfaction. 
Lok, P., & 
Crawford, J. 
(2004) 
 
Quantitative 
 
 
 
337 managers; 
Utilised 
questionnaire  
 
The effects of organisational culture 
and leadership styles on job 
satisfaction and organisational 
commitment 
Hong Kong & 
Australia 
 
 
Age, level of education and tenure affect 
job satisfaction. 
 
 
Lund, D. B. 
(2003) 
 
Quantitative 
 
 
360 marketing 
professionals 
survey 
Organisational culture and job 
satisfaction 
 
USA 
 
 
Clan and adhocracy of corporate culture 
conducive to higher level employee 
satisfaction; negatively related to market 
and hierarchy culture. 
Price, M. 
(2002) 
 
 
Quantitative 
 
 
 
141 nurses; 
Questionnaire  
 
Acute care nurses 
 
 
 
UK 
 
 
 
Dissatisfaction with control and 
responsibility (M=2.7) and professional 
opportunities (M=2.6); satisfaction with co-
workers (M=3.8) and extrinsic rewards 
(M=3.5). 
Tsai, Y. (2011) 
Quantitative 
 
 
 
 
200 nurse; 
Questionnaire  
 
 
 
Hospital nurses 
 
 
 
 
Taiwan 
 
 
 
 
Organisational cultures significantly 
(positively) correlated with leadership 
behaviour and job satisfaction. 
Leadership behaviour significantly 
(positively) correlated with job satisfaction. 
Van Ham, I., 
Verhoeven, A. 
A. H., Groenier, 
K. H., 
Groothoff, J. 
W., & De Haan, 
J. (2006) 
Systematic 
literature 
review 
 
 
 
 
24 studies; 
 
 
 
 
 
Job satisfaction among general 
practitioners 
 
 
 
 
 
Systematic 
literature 
review 
 
 
 
 
Increasing job satisfaction: diversity of 
work, relations and contact with colleagues, 
and being involved in teaching medical 
students. Decreasing job satisfaction: low 
income, long working hours, administrative 
burdens, heavy workloads, lack of time, and 
lack of recognition. 
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Authors and 
Year 
 
Research 
Method 
 
Sample and 
Data collection 
Method 
Focus of the study 
 
 
Country 
  Note   
Wang, Y. 
(2002) 
Quantitative 
 191 nurse; survey 
Job satisfaction of nurses in 
hospitals. 
China 
 
Dissatisfaction with pay and job promotion. 
 
Zazzali, J. L., 
Alexander, J. 
A., Shortell, 
S. M., & 
Burns, L. R. 
(2007) 
Quantitative 
 
 
 
 
 
1,593 physicians; 
questionnaire  
 
 
 
  
Health systems  
 
 
 
 
 
USA 
 
 
 
 
 
Participatory organisational culture 
positively associated with satisfaction, 
negatively associated with hierarchical 
culture.  
 
 
     
Zangaro, G. 
A., & Soeken, 
K. L.  
(2007) 
 
Meta-
analysis 
 
 
 
31 studies; 
 
 
 
A meta-analysis of studies of 
nurses’ job satisfaction 
 
 
 
International 
 
 
 
 
Strategies of recruitment and retention to 
improve working environment. Future 
research to focus on leadership behaviour 
and demographic variables which affect 
employee autonomy, job stress, workplace 
communication, and job satisfaction. 
Ooi, K., Abu 
Bakar, N., 
Arumugam, 
V., Vellapan, 
L., & Loke, 
A.  
(2007) 
Quantitative  
 
 
 
 
 
   
230 employees; 
Survey  
 
 
 
 
Does TQM influence employees’ job 
satisfaction? An empirical case 
analysis 
 
 
 
 
Malaysia 
 
 
 
 
 
 
Employees’ job satisfaction positively 
associated with OSAT organisational 
culture teamwork and trust. Better TQM 
practices would improve employees’ job 
satisfaction.  
 
 
Schmidt, S. 
W.  
(2007) 
 
 
 
Quantitative  
 
 
 
 
 
551 employees; 
questionnaire  
 
 
The relationship between satisfaction 
with workplace training and overall 
job satisfaction 
 
 
 
USA & 
Canada 
 
 
 
 
Job training related to employee 
satisfaction. Employees value training, 
especially ‘time spent in training, training 
methodologies; a significant relationship 
between job training satisfaction and 
overall job satisfaction.  
  
 231 
Appendix B Sample Size Calculation and Power Calculation 
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Appendix C Permissions to Use Copyright Protected Tools 
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Appendix D  First translation by a certified professional translator, (Arabic Language) 
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Appendix E Content validity scale 
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Appendix F Back translated to English by an independent translator 
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Final Arabic translated version 
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Appendix G Distribution of 650 Questionnaires 
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Appendix H  QUT Human Research and Ethics Committee Approval 
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Appendix I  Saudi MOH Ethical Approval 
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Appendix J  Approval of Directorate General of Health Affairs, Asir Region, Saudi Arabia 
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Appendix K Quality Criteria for Model I 
 
 
 AVE Cronbach’s 
Alpha 
SHED 0.504 0.751 
BOFW 0.737 0.647 
BURC 0.459 0.826 
COAR 0.578 0.815 
COWS 0.819 0.779 
EXTR 0.585 0.644 
INNO 0.559 0.841 
INOP 0.587 0.765 
PRAR 0.675 0.842 
PROP 0.651 0.821 
SUPP 0.485 0.824 
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Appendix L  Factor Loadings for the Reflective Indicators in Model I 
 
  SHED BOFW CONS COWS COAR EXTR INST INOP PRAR PROP 
c01 0.225 0.183 0.775 0.323 0.373 0.207 0.767 0.405 0.483 0.364 
c02 0.239 0.117 0.707 0.297 0.322 0.202 0.814 0.367 0.446 0.328 
c03 0.243 0.162 0.803 0.339 0.351 0.251 0.748 0.405 0.488 0.310 
c04 0.217 0.196 0.686 0.295 0.327 0.210 0.788 0.381 0.421 0.338 
c05 0.216 0.178 0.739 0.252 0.287 0.179 0.652 0.333 0.418 0.265 
c06 0.266 0.158 0.710 0.299 0.336 0.214 0.784 0.370 0.420 0.336 
c07 0.249 0.187 0.530 0.256 0.288 0.208 0.668 0.329 0.301 0.313 
c08 0.228 0.158 0.818 0.356 0.333 0.195 0.713 0.388 0.485 0.264 
c09 0.276 0.136 0.745 0.299 0.341 0.212 0.767 0.400 0.423 0.327 
c10 0.222 0.134 0.564 0.242 0.332 0.182 0.695 0.288 0.353 0.291 
c11 0.203 0.204 0.737 0.299 0.329 0.203 0.737 0.380 0.487 0.282 
c13 0.256 0.204 0.841 0.353 0.388 0.242 0.770 0.431 0.557 0.359 
c14 0.159 0.136 0.714 0.311 0.308 0.159 0.794 0.371 0.442 0.315 
c16 0.232 0.143 0.612 0.266 0.318 0.210 0.742 0.321 0.402 0.318 
c17 0.248 0.127 0.860 0.323 0.380 0.185 0.757 0.440 0.492 0.336 
c18 0.272 0.211 0.799 0.340 0.365 0.194 0.728 0.428 0.486 0.347 
c20 0.206 0.124 0.684 0.287 0.308 0.149 0.625 0.333 0.456 0.283 
c21 0.204 0.163 0.697 0.328 0.339 0.198 0.788 0.382 0.481 0.321 
c24 0.202 0.061 0.513 0.169 0.218 0.073 0.623 0.256 0.295 0.243 
c25 0.243 0.154 0.758 0.301 0.336 0.181 0.836 0.387 0.476 0.327 
c26 0.158 0.136 0.776 0.330 0.331 0.187 0.677 0.369 0.520 0.282 
c29 0.221 0.132 0.764 0.334 0.409 0.203 0.737 0.420 0.493 0.345 
c31 0.286 0.170 0.698 0.344 0.442 0.214 0.797 0.411 0.477 0.380 
c35 0.252 0.223 0.789 0.335 0.371 0.244 0.667 0.447 0.526 0.335 
c39 0.273 0.179 0.810 0.327 0.367 0.231 0.663 0.424 0.546 0.306 
c40 0.179 0.141 0.751 0.283 0.338 0.184 0.620 0.310 0.451 0.297 
Note: The indicators used to construct the latent variables are highlighted in bold  
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  SHED BOFW CONS COWS COAR EXTR INST INOP PRAR PROP 
d01 0.344 0.236 0.182 0.295 0.396 0.760 0.186 0.349 0.343 0.303 
d02 0.509 0.254 0.196 0.314 0.423 0.829 0.180 0.357 0.391 0.337 
d03 0.455 0.303 0.220 0.272 0.440 0.699 0.228 0.355 0.352 0.489 
d04 0.748 0.209 0.187 0.164 0.373 0.455 0.203 0.282 0.263 0.395 
d05 0.812 0.279 0.281 0.234 0.433 0.492 0.267 0.366 0.319 0.426 
d08 0.569 0.080 0.123 0.171 0.253 0.338 0.155 0.230 0.171 0.145 
d09 0.727 0.160 0.170 0.145 0.318 0.341 0.198 0.221 0.203 0.323 
d10 0.667 0.234 0.220 0.250 0.408 0.374 0.231 0.261 0.269 0.318 
d11 0.225 0.794 0.112 0.122 0.276 0.333 0.120 0.179 0.222 0.205 
d12 0.265 0.913 0.228 0.168 0.274 0.272 0.210 0.277 0.296 0.334 
d13 0.268 0.256 0.551 0.521 0.464 0.357 0.507 0.462 0.855 0.368 
d14 0.254 0.150 0.389 0.922 0.497 0.372 0.357 0.575 0.562 0.302 
d15 0.252 0.165 0.345 0.886 0.465 0.319 0.335 0.595 0.506 0.312 
d16 0.327 0.238 0.429 0.564 0.494 0.345 0.452 0.775 0.498 0.410 
d17 0.306 0.197 0.420 0.569 0.472 0.393 0.375 0.828 0.499 0.371 
d18 0.277 0.182 0.295 0.401 0.430 0.344 0.274 0.736 0.417 0.407 
d19 0.286 0.222 0.355 0.398 0.489 0.326 0.339 0.714 0.418 0.457 
d20 0.429 0.281 0.282 0.228 0.487 0.443 0.307 0.401 0.359 0.761 
d21 0.405 0.233 0.299 0.286 0.556 0.383 0.322 0.465 0.421 0.785 
d22 0.437 0.213 0.378 0.425 0.774 0.409 0.357 0.553 0.529 0.569 
d23 0.316 0.329 0.358 0.384 0.694 0.473 0.357 0.411 0.513 0.497 
d24 0.317 0.246 0.531 0.442 0.596 0.407 0.463 0.528 0.843 0.472 
d25 0.295 0.269 0.467 0.496 0.599 0.422 0.425 0.513 0.785 0.435 
d26 0.321 0.241 0.462 0.462 0.571 0.406 0.407 0.518 0.769 0.469 
d27 0.371 0.308 0.348 0.249 0.534 0.398 0.360 0.420 0.443 0.838 
d28 0.328 0.239 0.355 0.319 0.536 0.355 0.380 0.425 0.428 0.841 
d29 0.381 0.168 0.251 0.451 0.780 0.382 0.258 0.454 0.490 0.456 
d30 0.458 0.259 0.406 0.406 0.833 0.433 0.400 0.520 0.519 0.537 
d31 0.363 0.226 0.298 0.345 0.707 0.355 0.276 0.372 0.410 0.399 
Note: The indicators used to construct the latent variables are highlighted in bold 
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Appendix M Test for statistical significance of path coefficients in Model I 
 
 
  t statistic  p 
S -> SHED 4.883 <.001 
S -> BOFW 4.773 <.001 
S -> CO 10.813 <.001 
S -> COAR 10.245 <.001 
S -> EXTR 6.732 <.001 
S -> IN OP 9.982 <.001 
S -> PRAR 128.867 <.001 
S -> PROP 8.065 <.001 
CN -> LEBV 12.081 <.001 
IN -> LEBV 2.319 .020 
LEBV -> S 7.111 <.001 
 
Appendix N  Quality Criteria for Model II 
 
 
  AVE Cronbach’s Alpha 
SHED 0.504 0.751 
BOFW 0.737 0.647 
BURC 0.449 0.826 
COAR 0.578 0.815 
COWS 0.819 0.779 
EXTR 0.585 0.644 
INNO 0.559 0.841 
INOP 0.587 0.765 
PRAR 0.675 0.842 
PROP 0.651 0.821 
SUPP 0.485 0.824 
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Appendix O Factor Loadings for the Reflective Indicators in Model II 
 
 SHED BOFW BURC COAR COWS EXTR INNO INOP PRAR PROP 
b02 0.121 0.151 0.525 0.278 0.342 0.219 0.506 0.246 0.505 0.343 
b03 0.239 0.115 0.628 0.362 0.276 0.313 0.466 0.318 0.460 0.321 
b04 0.205 0.102 0.647 0.354 0.212 0.294 0.449 0.320 0.447 0.307 
b06 0.230 0.170 0.533 0.313 0.217 0.213 0.728 0.302 0.682 0.378 
b07 0.263 0.248 0.564 0.388 0.214 0.246 0.787 0.378 0.587 0.384 
b08 0.306 0.241 0.580 0.385 0.237 0.312 0.700 0.400 0.606 0.428 
b09 0.250 0.138 0.597 0.411 0.343 0.305 0.592 0.334 0.876 0.430 
b10 0.195 0.140 0.674 0.337 0.278 0.197 0.575 0.287 0.504 0.323 
b12 0.179 0.077 0.632 0.307 0.290 0.206 0.564 0.292 0.454 0.289 
b13 0.322 0.221 0.650 0.417 0.300 0.335 0.802 0.412 0.589 0.424 
b14 0.200 0.115 0.686 0.372 0.325 0.219 0.528 0.316 0.478 0.358 
b18 0.201 0.217 0.494 0.305 0.152 0.181 0.703 0.316 0.465 0.299 
b19 0.317 0.282 0.651 0.432 0.336 0.328 0.814 0.410 0.586 0.454 
b20 0.206 0.157 0.692 0.310 0.250 0.210 0.536 0.271 0.498 0.334 
b21 0.217 0.115 0.693 0.301 0.260 0.227 0.525 0.301 0.717 0.274 
b23 0.255 0.199 0.663 0.371 0.343 0.319 0.639 0.379 0.474 0.375 
d01 0.336 0.244 0.294 0.389 0.293 0.749 0.257 0.306 0.275 0.351 
d02 0.511 0.257 0.288 0.422 0.313 0.813 0.304 0.339 0.263 0.392 
d03 0.459 0.303 0.229 0.437 0.269 0.730 0.263 0.492 0.228 0.367 
d04 0.775 0.205 0.229 0.376 0.163 0.459 0.271 0.398 0.218 0.273 
d05 0.810 0.276 0.309 0.434 0.235 0.494 0.347 0.430 0.272 0.318 
d08 0.570 0.083 0.119 0.251 0.171 0.335 0.108 0.148 0.127 0.174 
d09 0.727 0.157 0.185 0.319 0.147 0.344 0.221 0.325 0.197 0.208 
d10 0.640 0.239 0.248 0.406 0.249 0.375 0.265 0.318 0.222 0.269 
d11 0.217 0.824 0.125 0.273 0.123 0.334 0.197 0.209 0.099 0.227 
d12 0.263 0.892 0.173 0.270 0.169 0.276 0.301 0.336 0.196 0.289 
d13 0.264 0.253 0.373 0.459 0.517 0.356 0.378 0.365 0.553 0.701 
d14 0.248 0.149 0.365 0.496 0.906 0.373 0.310 0.298 0.307 0.536 
d15 0.246 0.164 0.365 0.464 0.904 0.318 0.318 0.310 0.365 0.503 
d16 0.323 0.234 0.424 0.490 0.568 0.346 0.392 0.724 0.392 0.482 
d17 0.302 0.195 0.331 0.471 0.566 0.394 0.320 0.826 0.331 0.501 
d18 0.279 0.178 0.279 0.427 0.400 0.346 0.280 0.760 0.309 0.433 
d19 0.282 0.221 0.405 0.488 0.402 0.328 0.402 0.750 0.386 0.441 
d20 0.431 0.281 0.360 0.483 0.230 0.452 0.379 0.408 0.363 0.472 
d21 0.405 0.231 0.380 0.550 0.285 0.388 0.404 0.472 0.337 0.529 
d22 0.435 0.211 0.413 0.764 0.425 0.414 0.422 0.568 0.386 0.543 
d23 0.306 0.332 0.336 0.671 0.381 0.474 0.373 0.497 0.337 0.522 
d24 0.314 0.244 0.447 0.591 0.440 0.408 0.464 0.471 0.849 0.471 
d25 0.294 0.268 0.365 0.596 0.497 0.423 0.449 0.436 0.889 0.436 
d26 0.318 0.241 0.383 0.571 0.463 0.409 0.418 0.472 0.836 0.436 
d27 0.370 0.303 0.354 0.531 0.251 0.406 0.385 0.843 0.309 0.468 
d29 0.380 0.170 0.357 0.792 0.448 0.384 0.318 0.454 0.299 0.517 
d30 0.455 0.258 0.424 0.844 0.408 0.435 0.424 0.538 0.385 0.544 
d31 0.361 0.229 0.351 0.720 0.344 0.357 0.342 0.400 0.315 0.435 
Note: The indicators used to construct the latent variables are highlighted in bold. 
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Appendix P Test for Statistical Significance of Path Coefficients in Model II 
 
  t statistic  p 
-> SHED 5.656 <.001 
-> BOFW 5.230 <.001 
-> COAR 14.493 <.001 
-> COWS 9.127 <.001 
-> EXTR 7.184 <.001 
-> INOP 10.711 <.001 
-> PRAR 90.854 <.001 
-> PROP 9.005 <.001 
BURC -> ORGAN 1.978 .048 
INNO -> ORGAN 2.103 .035 
ORGAN -> 6.818 <.001 
SUPP -> ORGAN 8.650 <.001 
 
 
 
Appendix Q Quality Criteria for Model III 
 
  AVE Cronbach’s Alpha 
BURC 0.449 0.826 
CONS 0.616 0.952 
INNO 0.560 0.841 
INST 0.566 0.940 
SUPP 0.486 0.824 
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Appendix R  Factor Loadings for the Reflective Indicators in Model III 
 
 BURC CONS INNO INST SUPP b02 0.524 0.425 0.504 0.414 0.646 
b03 0.626 0.408 0.465 0.433 0.522 
b04 0.643 0.339 0.445 0.383 0.512 
b06 0.533 0.375 0.700 0.388 0.559 
b07 0.564 0.410 0.806 0.407 0.631 
b08 0.580 0.493 0.705 0.482 0.734 
b09 0.597 0.469 0.591 0.455 0.782 
b10 0.676 0.366 0.574 0.369 0.560 
b12 0.636 0.339 0.564 0.323 0.516 
b13 0.652 0.465 0.803 0.445 0.681 
b14 0.685 0.418 0.526 0.440 0.555 
b15 0.558 0.472 0.587 0.411 0.693 
b18 0.495 0.368 0.708 0.356 0.528 
b19 0.652 0.524 0.817 0.510 0.695 
b20 0.692 0.425 0.535 0.409 0.660 
b21 0.692 0.355 0.523 0.381 0.693 
b23 0.663 0.426 0.635 0.471 0.602 
b24 0.707 0.431 0.590 0.497 0.661 
c01 0.526 0.788 0.560 0.771 0.559 
c02 0.498 0.720 0.464 0.821 0.495 
c03 0.467 0.823 0.474 0.753 0.508 
c04 0.463 0.700 0.412 0.797 0.461 
c05 0.383 0.774 0.419 0.659 0.451 
c06 0.529 0.722 0.512 0.796 0.511 
c07 0.381 0.541 0.390 0.678 0.392 
c08 0.436 0.820 0.400 0.715 0.468 
c09 0.473 0.751 0.464 0.773 0.503 
c10 0.406 0.572 0.364 0.694 0.423 
c11 0.479 0.744 0.445 0.742 0.495 
c14 0.485 0.717 0.440 0.788 0.498 
c16 0.418 0.618 0.382 0.740 0.434 
c17 0.481 0.853 0.470 0.757 0.527 
c18 0.481 0.805 0.473 0.729 0.530 
c20 0.381 0.686 0.360 0.621 0.433 
c21 0.394 0.699 0.400 0.775 0.455 
c22 0.478 0.765 0.467 0.730 0.501 
c24 0.293 0.515 0.270 0.611 0.305 
c25 0.496 0.759 0.497 0.830 0.529 
c26 0.434 0.770 0.421 0.678 0.490 
c29 0.517 0.760 0.481 0.733 0.526 
c31 0.523 0.700 0.495 0.790 0.518 
c35 0.428 0.787 0.498 0.666 0.477 
c36 0.423 0.598 0.408 0.656 0.450 
c39 0.411 0.790 0.387 0.662 0.463 
c40 0.389 0.701 0.368 0.617 0.390 
Note: The indicators used to construct the latent variables are highlighted in bold. 
 
Appendix S  Test for statistical significance of path coefficients in Model III 
 t statistic p 
BURC -> ORGAN 1.97 .049 
INNO -> ORGAN 1.97 .049 
LEBV -> CONS 34.84 <.001 
LEBV -> INST 18.10 <.001 
ORGAN -> LEBV 7.31 <.001 
SUPP -> ORGAN 7.13 <.001 
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